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CERTAIN 


MENINGEAL INFECTIONS 


effective cerebrospinal 
fluid levels— 
effective antibacterial action 


CHLOROMYCETIN 


(chloramphenicol, Parke-Davis) 


In the management of certain meningeal infections, CHLOROMYCETIN offers unique 

4 advantages. It has been described by one investigator as “...the best chemother- 

a apeutic agent for patients with H. influenzae meningitis....”? In comparative in vitro 
studies,? CHLOROMYCETIN Showed the “highest effectiveness” against Hemophilus 
influenzae, Diplococcus pneumoniae, streptococcus, and numerous other pathogens. 
Another report states: “Chloramphenicol is regularly detected in the cerebrospinal 
fluid when blood levels greater than 10 micrograms per ml. are reached.’ Blood levels 
of this magnitude are easily attainable with the administration of CHLOROMYCETIN by 
either the oral or parenteral routes. 

CHLOROMYCETIN effectively penetrates the blood-brain barrier;*® provides effective 
action against H. influenzae’*’® and other invaders of the meninges.>7?%"! Product 
forms are available for administration by the intravenous, intramuscular, and oral 
routes. For these reasons, CHLOROMYCETIN has contributed conspicuously to the 
dramatic drop in mortality rates in meningeal infections caused by H. influenzae 
and other susceptible microorganisms. | 


CHLOROMYCETIN (chloramphenicol, Parke-Davis) is available in various forms, including Kapseals® of 
250 mg., in bottles of 16 and 100. See package insert for details of administration and dosage. 


Warning: Serious and even fatal blood dyscrasias (aplastic anemia, hypoplastic anemia, thrombocy- 
topenia, granulocytopenia) are known to occur after the administration of chloramphenicol. Blood 
dyscrasias have occurred after both short-term and prolonged therapy with this drug. Bearing in mind the 
possibility that such reactions may occur, chloramphenicol should be used only for serious infections 
caused by organisms which are susceptible to its antibacterial effects. Chloramphenicol should not be 
used when other less potentially dangerous agents will be effective, or in the treatment of trivial infec- 
tions such as colds, influenza, or viral infections of the throat, or as a prophylactic agent. 


Precautions: It is essential that adequate blood studies be made during treatment with the drug. While 


blood studies may detect early peripheral blood changes, such as leuko- 
penia or granulocytopenia, before they become irreversible, such studies | PARKE-DAVIS 


cannot be relied upon to detect bone marrow depression prior to develop- parce oavis 4 COMPANY, Detron 92, Michigan 
ment of aplastic anemia. 
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Antibacterial F 


in vitro sensitivity 
of Hemophilus 
influenzae to 


CHLOROMYCETIN 
and to eight other 


antibacterials* 


Sensitivity tests were done by the disc method 
on a total of 100 strains of H. influenzae obtained 
from clinical isolates from 1955 through 1958. 


*Adapted from Jolliff, C. R.; Engelhard, W. E.; 
Ohlsen, J. R.; Heidrick, P. 4.; & Cain, J. A.,2 with 
permission of the authors. 


References: (1) Smith, M. H. D.: Pediatrics 
17:258, 1956. (2) Jolliff, C. R., et al.: Antibiotics 
& Chemother. 10:694, 1960. (3) Harter, D. H., & 
Petersdorf, R. G.: Yale J. Biol. & Med. 32:280, 
1960. (4) Ross, S., et ai/., in Welch, H., & Marti- 
Ibafez, F.: Antibiotics Annual 1957-1958, New 
York, Medical Encyclopedia, Inc., 1958, p. 803. 
(5) McCrumb, F. R., Jr., ef al.: ibid., p. 837. 
(6) Alexander, H. E.: M. Clin. North America 
42:575, 1958. (7) Haggerty, R. J., & Ziai, M.: 
Pediatrics 25:742, 1960. (8) Baker, A. B.: Journal- 
Lancet 80:593, 1960. (9) Appelbaum, E., & Abler, 
C.: New York J. Med. 58:363, 1958. (10) Balter, 
A. M., & Blecher, 1. E.: J. M. Soc. New Jersey 
57:479, 1960. (11) Redmond, A. J., & Slavin, 
H. B.: J.A.M.A. 175:708, 1961. 55761 
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check of 
diarrhea 


Curbs excessive peristalsis 
 Adsorbs toxins and gases 
Soothes inflamed mucosa 
Provides intestinal antisepsis 


TRADEMARK 
FORMULA: Each 15 cc. (tablespoon) contains: 
Sulfaguanidine U.S.P.... 2Gm. 
225 mg. EFFECTIVE ANTIDIARRHEAL 


3 Gm. 
Opium tincture U.S.P. ...0.08 cc. 
(equivalent to 2 cc. paregoric) 


DOSAGE: Adults: Initially 1 or 2 tablespoons from iuithvob 
four to six times daily, or 1 or 2 tea- 
spoons after each loose bowel move- N oe ae 
ment; reduce dosage as diarrhea en ren 


subsides. 


Children: % teaspoon (=2.5 cc.) per 
15 Ib. of body weight every four hours 
day and night until stools are reduced 
to five daily, then every eight hours for 
three days. 


SUPPLIED: Bottles of 16 fl. oz. (raspberry flavor, pink color) 
Exempt Narcotic. Available on Prescription Only. 
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because patients are more than arthritic joints... 
controlling inflammatory symptoms is frequently not enough! 


Even cortisone, with its severe hormonal reactions, can effectively control inflammatory and rheuma- 
toid symptoms. But a patient is more than the sum of his parts — and the joint is only part of a whole 
patient. Symptomatic control is but one aspect of modern corticotherapy, because what is good for the 
symptom may also be bad for the patient. 
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Unsurpassed “General Purpose’ and “Special Purpose” Corticosteroid... 
Outstanding for Short- and Long-term Therapy 


ristocort 


Triamcinolone Lederle 
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(Knee Joint, Left: distal end of femur; Right: proximal end of tibia) 


ARISTOCORT is an outstanding “special purpose” steroid when the complicating problem is increased 
appetite and weight gain, sodium retention and edema, cardiac disease, hypertension or emotional 
disturbance and insomnia. 


ARISTOCORT provides unsurpassed anti-inflammatory control without sodium retention or edema — 
without the undesirable psychic stimulation and voracious appetite. 


Supplied: Scored tablets (three strengths), syrup, parenteral and various topical forms. Request complete information on indications, 
dosage, precautions and contraindications from your Lederle representative, or write to Medical Advisory Department. 


QED .evERLE LABORATORIES - A Division of AMERICAN CYANAMID COMPANY - Pearl River, New York 
Plan now to attend the A.M.A, Clinical Session in Denver, November 27-30 
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ADVERTISEMENTS 


SPECIAL COUGH FORMULA 


Trademark 


SOOTHING DECONGESTANT AND EXPECTORANT 


Each teaspoon (5 cc.) contains: Codeine phosphate........... 5.0 mg. 


Neo-Synephrine® hydrochloride .. 2.5 mg. 
(brand of phenylephrine hydrochloride) 


Chliorpheniramine maleate ...... 0.75 mg. 
Potassium iodide ........... 75.0 mg. 


Bright red, pleasant tasting, 
raspberry flavored syrup 


Children from 6 months to 1 year, 
1/4 teaspoon; 1 to 3 years, 1/2 to 
1 teaspoon; 3 to 6 years, 1 to 2 
teaspoons; 6 to 12 years, 2 tea- 
spoons. Every four to six hours as 
needed. 


How Supplied: 
Bottles of 16 fl. oz. 


Exempt Narcotic 


LABORATORIES 
New York 18, N.Y. 


for Children 
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CIGARETTE: 
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It’s true. Kent’s enormous rise in popularity—with all the attendant maga- 
zine and newspaper stories—really put momentum to the trend toward filter 
cigarettes! 

So, Kent is the cigarette that made the filter famous. And,no wonder. 
Kent’s famous Micronite filter is made from a pure, all-vegetable material. 
A specially designed process at the P. Lorillard factory compresses this 
material into the filter shape and creates an intricate network of tiny channels 
which refine smoking flavor. 

Kent with the Micronite filter refines away harsh flavor .. . refines away 
hot taste . . . makes the taste of a cigarette mild. 

That’s why you'll feel better about smoking with the taste of Kent. 


© 1961 P. LORILLARD CO. 


A PRODUCT OF P. LORILLARD COMPANY - FIRST WITH THE FINEST CIGARETTES - THROUGH LORILLARD RESEARCH 
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_ The cigarette that made the Filter Famous! _ 
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CONSISTENTLY SUCCESSFUL RELIEVING 


in of cases 10 


every instance... 
perienced relief 
d pruritus.” 


| 


STUDY 1 _ Spoor, H.J.: N.Y. 


satisfactory result 
“In practically 
the patients ex 
from dryness an 


comments: 


STUDY 2 Lu 
b 
Western Med. 1 


Satisfactory results in 94% Of cases 


co, 
mments: Sardo reduced inflammation 


itching, irritati 
discomfort, and other 


SARDO IN THE BATH releases millions of microfine water-miscible globules* which 
act to (a) lubricate and soften skin, (b) replenish natural emollient oil, (c) prevent 
excessive evaporation of essential moisture. 


Patients appreciate pleasant, convenient SARDO. 
Non-sticky, non-sensitizing, economical. Bottles of 4, 8 and 16 oz. 


for samples and literature, please write... 
SARDEAU, INC. 75 East 55th Street, New York 22, N. Y.*Patent Pending, T.M. © 1961 
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According to a recent report* on the effectiveness 
of Terramycin in 106 cases of upper respiratory 
tract infection: “The response in sinusitis was par- 
ticularly gratifying, as both acute and chronic 
cases were controlled within an average of five 


days.” 


“It was the impression of the hospital staff that 
oxytetracycline [Terramycin ] was not only better 
tolerated, but more effective than other antibiotics 


habitually used.” 


The results reported in this and many other stud- 
ies confirm the vitality of Terramycin for broad- 
spectrum antibiotic therapy and demonstrate why 
—increasingly—the trend is to Terramycin. 


OXYTETRACYCLINE WITH GLUCOSAMINE 
CAPSULES 250 mg. and 125 mg. per capsule 
convenient initial or maintenance therapy 

in adults and older children 


Science for the world’s well-being® Pfizer) 


PFIZER LABORATORIES Division, Chas. Pfizer & Co., Inc. 
New York 17, N. Y. 
"Jacques, A. A., and Fuchs, V. H.: J. Louisiana M. Soc. 113:200, May, 1961. 


The dependability of Terramycin in daily 
practice is based on its broad range of 
antimicrobial effectiveness, excellent 

toleration, and low order of toxicity. As with 
other broad-spectrum antibiotics, 

overgrowth of nonsusceptible organisms may | 
develop. If this occurs, discontinue the 

medication and institute appropriate specific 

therapy as indicated by susceptibility 

testing. Glossitis and allergic reactions to 
Terramycin are rare. Aluminum hydroxide 

gel may decrease antibiotic absorption and is 
contraindicated. 
More detailed professional information available on request. 


another reason why the trend is to 
Terramycin—versatility of dosage form: 


TERRAMYCIN Syrup/ Pediatric Drops 
125 mg. per tsp. and 5 mg. per drop 
(100 mg./cc.), respectively—adeliciously 
fruit-flavored aqueous forms... 
preconstituted for ready oral administration 

TERRAMYCIN Intramuscular Solution 
50 mg./cc. in 10 cc. vials; 100 mg. and 
250 mg. in 2 cc. ampules—the broad- 
spectrum antibiotic for immediate intra- 
muscular injection ... conveniently 
preconstituted ... notably well tolerated at 
injection site with low tissue reaction 
compared to other broad-spectrum antibiotics 
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Science for the world’s well-being® 


Dear Doctor: 


Reports from our representatives indicate that many physicians would appreciate 
simplification for prescription-writing purposes of the names of Terramycin products in 
both the “plain” and the “Cosa” dosage forms. 

The “Cosa” forms originated, you may recall, on the basis of clinical evidence of enhanced 
antibiotic absorption when glucosamine is employed in oral administration. To permit each 
physician individually to study this evidence and choose which form he would prefer to 
prescribe, we offered Terramycin in both forms—that is, in the regular Terramycin forms 
without glucosamine, and in the “Cosa” forms with glucosamine. 

This distinction appears to be no longer necessary since glucosamine, a highly acceptable 
excipient for oral antibiotics, now is being incorporated uniformly in all such forms, 
thereby simplifying nomenclature and your prescription writing. 

Accordingly, and effective immediately, forms incorporating glucosamine will be offered 
simply as Terramycin without the “Cosa” prefix. 

To make clear just which forms are affected, please refer to the brief tabulation (below) 
of Terramycin dosage forms both before and after this change. We are also requesting our 
representative to call on you at an early date to answer any questions that may arise. 

We feel certain that this action, prompted by your comments and those of many other 
physicians, will simplify your writing of prescriptions for Terramycin products. 

We welcome your comments on this action and on any other phase of our operations, 
since it is our objective to render every service as efficiently as possible to our friends 


in the medical profession. 
Sincerely, 


PFIZER LABORATORIES 


The following table indicates the former name and the current name of Terramycin 
systemic preparations: 

FORMERLY NAM ED NOW NAMED 

cin® Capsules Terramycin® Capsules* 
Terramycin Syrup 
Terramycin Pediatric Drops 


and sperm names fr these Terramycin-comtaning formulations: 

; Terrastatin® Capsules 
Terrastatin for Oral Suspension 
Terracydin® Capsules 


-.and ‘be names remain unchanged : 
Terramycin Intramuscular Solution 


Terramycin Intravenous 


*Terramycin Capsules without glucosamine are no longer available. 


The clinical versatility of Terramycin is enhanced by its specialized dosage forms adapted 
to individual needs—another reason for the trend to Terramycin. 
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SQUIBB VITAMINS FOR THERAPY 


For your patients with infections or other illnesses 
who need therapeutic vitamin support. Eacn 
Theragran supplies the essential vitamins 1n truly 
therapeutic amounts: 


Vitamin A ....... 25,000 U.S.P. Units 
Thiamine Mononitrate. ......... 10 mg. 
Riboflavin ..... 
Pyridoxine Hydrochloride ........ Smg. 


fa Ie Squibb Quality—the Priceless Ingredient 


‘Theragran’® is a Squibb trademark 


SQUIBB 
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@@utrition...present as a modifying or complicat- 


ing factor in nearly every illness or disease state 


1. Youmans, J. B.: Am. J. Med. 25:659 (Nov.) 1958 


cardiac diseases “Who can say, for example, whether the patient chronically 
ill with myocardial failure may not have a poorer myocardium because of a moderate 
deficiency in the vitamin B-complex? Something is known of the relationship of vitamin 
C to the intercellular ground substance and repair of tissues. One may speculate upon 
the effects of a deficiency of this vitamin, short of scurvy, upon the tissues in chronic 


disease. a 2. Kampmeier, R. H.: Am. J. Med. 25:662 (Nov.) 1958. 


arthritis “It is our practice to prescribe a multiple vitamin preparation to patients 


with rheumatoid arthritis simply to insure nutritional adequacy .. .’”* 
3. Fernandez-Herlihy, L: Lahey Clinic Bull. 11:12 (July-Sept.) 1958. 


digestive diseases Symptoms attributable to B-vitamin deficiency are com- 
monly observed in patients on peptic ulcer diets.* Daily administration of therapeutic 


vitamins to patients with hepatitis and cirrhosis is recommended by the National 


3] 5 4. Sebrell, W.H.: Am. J. Med. 25:673 (Nov.) 1958. 5. Pollack, H., and Halpern, S. L.: Therapeutic Nutrition, 
Research Council. National Academy of Sciences and National Research Council, Washington, D. C., 1952, p. 57. 


degenerative dise ASES “Studies by Wexberg, Jolliffe and others have indi- 
cated that many of the symptoms attributed in the past to senility or to cerebral arterio- 
sclerosis seem to respond with remarkable speed to the administration of vitamins, 
particularly niacin and ascorbic acid. These facts indicate that the vitamin reserve of 
aging persons is lowered, even to the danger point, more than is the case in the average 


American adult. . 6, Overholser, W., and Fong, T.C.C. in Stieglitz, E. J.: Geriatric Medicine, 3rd edition, J. 8. Lippincott, Philadelphia, 1954, p. 264. 


infe ctious dise ASES Infections cause a lowering of ascorbic acid levels in the 


plasma; and the absorption of this vitamin is reduced in diarrheal states." 7. cotdsmith, ¢ a: 
Conference on Vitamin C. The New York Academy of Sciences, New York City, Oct. 7 and 8, 1960. Reported in: Medical Science 8:772 (Dec.10) 1960. 


diabetes Diabetics, like all patients on restricted diets, require an extra source 
of vitamins.* “Rigidly limiting the bread intake of the diabetic patient automatically 
eliminates a large amount of thiamin from the diet... .There is some evidence of 


interference with normal riboflavin utilization during catabolic episodes.’”® 
8. Duncan G.G.: Diseases of Metabolism 4th edition W.B. Saunders, Philadelphia, 1959, p. 812. 9. Pollack, H.: Am. J. Med. 25:708 (Nov.) 1958. 


FOR FULL INFORMATION SEE YOUR SQUIBB PRODUCT REFERENCE OR PRODUCT BRIEF. 
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WHEN 

THE PATIENT 

WITHOUT 

ORGANIC DISEASE — | 

chronic constipation 

flatulence, belching, 

intestinal atony, 
indigestion, 


CONSIDER 


NEOCHOLAN® 


Your patient will often respond promptly to Neocholan therapy. It greatly increases the flow of 
thin, nonviscid bile and corrects biliary stasis by flushing the biliary system. It also relaxes intesti- 
nal spasm, resulting in an unimpeded flow of bile and pancreatic juice into the small intestine. 
Neocholan helps to promote proper digestion and absorption of nutrients. It also encourages 
normal peristalsis by restoring intestinal tone. 


PITMAN-MOORE COMPANY 


Each tablet provides: Dehydrocholic Acid Compound, 
P-M Co. 265 mg. (Dehydrocholic Acid, 250 mg.); 
Homatropine methylbromide 1.2 mg.; Phenobarbital 
8.0 mg. Supplied in bottles of 100 tablets. 


DIVISION OF THE DOW CHEMICAL COMPANY 
INDIANAPOLIS 6, INDIANA 
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added 
measure 
of 
protectia 


relapse 
against “problem” 
pathogens 


DEMETHYLCHLORTETRACYCLINE LEDERLE 
pediatric drops 
syrup 


@ full antibiotic activity e lower milligram intake per dose @ up to 6 days’ activity with 4 days’ dosage @ uni- 
formly high, sustained peak activity m syrup (cherry-flavored), 75 mg./5 cc. tsp.,:bottles of 2 and 16 
fl. oz. Dosage: 3 to 6 mg./lb./day—in four divided doses. pediatric drops, 60 mg./cc., 3 mg./drop, 10 cc. 
bottles with calibrated dropper. Dosage: 1 to 2 drops/lb./day—in four divided doses. 


PRECAUTIONS: As with many other antibiotics, DECLOMYCIN may occasionally give rise to giossitis, stomatitis, proctitis, nausea, diarrhea, vaginitis or 
dermatitis. A photodynamic reaction to sunlight has been observed in a few patients on DECLOMYCIN. Although reversible by discontinuing therapy, patients 
should avoid exposure to intense sunlight. If adverse reaction or idiosyncrasy occurs discontinue medication. Overgrowth of nonsusceptible organisms is a 
possibility with DECLOMYCIN, as with other antibiotics. The patient should be kept under observation. 


Request compicte Information on indications, dosage, precautions and contraindications from your Lederle representative, or write to Medical Advisory Department. 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York QQ» 


Plan now to attend the A.M.A. Clinical Session in Denver, November 27-30 
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HLOR- -TRIMETON® 
lorpheniramine maleate) 


mg. 


zing, runny nose 
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” 

flu’thana simple 
cold,but antibiotic 


not 
prescribe NEW 


Tablets 


New Win-Codin tablets provide greater symptomatic relief 
from influenza, colds and sinusitis than do simple analgesic- 
antihistamine combinations. New Win-Codin tablets contain 
a full complement of the most effective agents available to 
relieve general discomfort, bring down fever and lessen 
congestive symptoms. 

Each tablet contains: 

Codeine phosphate 15 mg.—to relieve local and generalized 
pain and control dry cough 

Neo-Synephrine® 10 mg.—to shrink nasal membranes and 
open sinus ostia 

Acetylsalicyclic acid 300 mg. (5 grains)—to reduce fever and 
relieve aching 

Chlorpheniramine maleate 2 mg.—an antihistamine to shrink 
engorged membranes and lessen rhinorrhea 

Ascorbic acid (vitamin C) 50 mg.—to increase resistance to 
infectionst 

New Win-Codin tablets will bring more comfort to many 
patients suffering from severe colds, influenza or sinusitis. 
Average dose: Adults, 1 or 2 tablets three times daily; children 
6 to 12 years, from ¥ to 1 tablet three times daily. 


y Available in bottles of 100 (Class B narcotic). 
LABORATORIES *Trademark {For persons with vitamin C deficiency 
New York 18, N. Y. Neo-Synephrine (brand of phenylephrine), trademark reg. U. S. Pat. Off. 
19018 
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ADVERTISEMENTS 


“cramps” don't cramp her style... 
when you prescribe 


Trancopal® (brand of chlormezanone)......50 mg. 


Trancoprin is more than a simple analgesic: 
It deals with cramping pains in three ways. Be- 
sides dimming pain perception, Trancoprin, 
through its tranquilizing action, reduces anxiety 
and raises the tolerance for discomfort. And, 
against the spasm caused by pain which, in turn, 


produces more pain, Trancoprin exerts its skeletal 
muscle relaxant action. 

Trancoprin is exceptionally safe to use: 
Fewer than two and a half per cent of patients 
can be expected to have any side effects, and 
these are of a minor nature. 


Available in bottles of 100 tablets. The usual dosage in dysmenorrhea is 2 tablets 3 or 4 times daily. 


LABORATORIES, 
New York 18, N.Y. 16024 
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in bacterial 
otitis 
media 


promptly 


to gain precious 
therapeutic 
hours 


In the presence of bacterial 
infection, taking a culture to 
determine bacterial identity 
and sensitivity is desirable— 
but not always practical. 

A rational clinical alterna- 
tive is to launch therapy at 
once with Panalba, the anti- 
biotic that provides the best 
odds for success. 

Panalba is effective (in 
vitro) against 30 common 
pathogens, including the 
ubiquitous staph. Use of 
Panalba from the outset (even 
pending laboratory results) 
can gain precious hours of ef- 
fective antibiotic treatment. 


SUPPLIED: _ Capsules, cont sining 


complex), equivalent to 250 m ‘tet racycline 
hydrochloride, and 125 mg. * as 
novobiocin sodium, in bottles of 16 and 100. 
USUAL ADULT DOSAGE: 1 or 2 capsules 
3 or 4 times a day. 
SIDE EFFECTS: Panmycin Phosphate has a 
very low order of toxicity comparable to that 
of the other tetracyclines and is well tolerated 
clinically. Side reactions to therapeutic use 
infrequent and consist principally of mild 
nausea and abdominal cram 
Albamycin also has a Setaaivaly low order of 
toxicity. In a certain few patients, a yellow 
pigment has been geen in the plasma. This 
pigment, by-product 
the e drug, is not with 
ae liver function tests or liver enlarge- 
ment. 
Urticaria and maculopapular dermatitis, and 
a few cases of leukopenia have been reported 
in patients treated with Albamycin. These side 
disappear upon discontinuance 
CAUTION: Since the — of any antibiotic 
May result in of ible 


made routinely during prolonged nt thee 
tion of liver 
damage “be considered a yellow 
ment, a metabolic by-product of Albamycin, 
appears in the one Panalba should be dis- 
continued if allergic reactions that are not 
readily controlled by antihistaminic agents 
develop. 

Trademark, Reg. U. S. Pat. Off. 


Copyright 1961, The Upjohn Company 
as 
as 
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Panalba 
your broad-spectrum 
antibiotic of first resort. 
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effective, palatable, economical 


~ CREMOSUXIDINE®[SULFASUXIDINE® SUCCINYLSULFATHIAZOLE SUSPENSION WITH KAOLIN AND PECTIN] 
reduces fluidity of stools, reduces enteric bacteria, adsorbs toxins, and soothes 
the irritated intestinal mucosa. 
Chocolate-mint flavored...readily accepted by patients of all ages. 
Additional information on CREMOSUXIDINE is available to physicians on request. 


GIST>) MERCK SHARP & DOHME, DIVISION OF MERCK & CO., Inc., WEST POINT, PA. 


cR AND SUL! ARE T! OF MERCK 4 CO., INC, 
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THESE 36,000 

PEOPLE IN 
KANSAS NEED 
MEDICAL HELP 


ADVERTISEMENTS 


Heart disease, cancer, mental illness — everyone knows 
the nation’s three major medical problems. Do you 
know that alcoholism ranks fourth? In the state of 
Kansas there are at least 36,000 alcoholics. These 
people need medical help. No one is in a better posi- 
tion to initiate and supervise a program of rehabilita- 
tion than the physician who enjoys the confidence of 
the patient or the patient’s family. 


ONE FOR THE ROAD BACK: 


LIBRIUM 


AN IMPORTANT AID IN THE TREATMENT AND 
REHABILITATION OF THE PROBLEM DRINKER 


During and after an acute alcoholic episode, Librium 
relieves anxiety, agitation and hyperactivity, induces 
restful sleep, stimulates appetite and helps to control 
withdrawal symptoms. The complications of chronic 
alcoholism, including hallucinations and delirium 
tremens, can often be alleviated with Librium. 


During the rehabilitation period, Librium makes the 
patient more accessible, strengthening the physician- 
patient relationship. Librium therapy helps to reduce 
the patient’s need for alcohol by affording a construc- 
tive approach to his underlying personality disorders. 


Consult literature and dosage information, available 
on request, before prescribing. 


LIBRIUM® Hydrochloride —7-chloro-2-methylamino- 


. ROCHE 5-phenyl-3H-1,4-b 4-oxide hy ide 
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ADVERTISEMENTS 


Rautrax-N lowers high blood pressure gently, gradually ... protects 
against sharp fluctuations in the normal pressure swing. 


Rautrax-N offers all the advantages of Raudixin, 
Naturetin and potassium chloride in a single dosage 
form plus: increased efficacy — Combined action of 
Raudixin and Naturetin results in a potentiated anti- 
hypertensive effect greater than that produced by either 
drug alone. increased safety — Potentiated action per- 
mits lower dose of other antihypertensive agents, thus 
reducing severity of side effects. Protection against pos- 
sible potassium depletion. flexibility — Interchangeable 


Rautrax-N’ 


fia Serpentina 


Stents Standardized Who 
Bendroflumethiazide with Potassium C! 


with either Raudixin or Naturetin é K. economy — Main- 
tenance dosage of only 1 or 2 tablets daily for most pa- 
tients. convenience — Once-a-day maintenance dosage. 
Two potencies available. 

Supply: Rautrax-N —capsule-shaped tablets providing 50 
mg. Raudixin, 4 mg. Naturetin and 400 mg. potassium 
chloride. Rautrax-N Modified — capsule-shaped tablets pro- 
viding 50 mg. Raudixin, 2 mg. Naturetin and 400 mg. 
potassium chloride. 


SQUIBB 


Product Reference : ty 
Squibb Quality 
the Priceless Ingredient 


‘RauTRAX’® Ano ‘WATURETIN’® ARE SQUIBS TRADEMARKS, 


A 
= 
3 


without steroids 
this arthritic miner 
might still be spoon-fed 


On METICORTEN, he has worked steadily 
for six years with no serious side effects 


J. G.’s rheumatoid arthritis started in 1949 with 
severe and unremitting pain in his shoulders. 
Later, his wrists, elbows, feet and hands became 
involved with swelling and loss of function. By 
1951, when he was 45, the patient was helpless 
and had to be fed and dressed by his wife. He 
was frequently hospitalized during the next three 
years. Hydrocortisone failed to make any change 
in his condition. 


On April 2, 1955, the 
patient was placed on 
METICORTEN and im- 
proved promptly. Two 
weeks later he stated, “I 
feel very well now.” He 
was able to go back to 
work as a mine electri- 
cian that year and had no difficulty driving a car. 


For the past six years, he 
has been maintained on 
METICORTEN 5 mg. two 
or three times a day. 
There have been no side 
effects. The patient has 
not lost any work time, 
nor has he had to limit 
his activities in any way. 


‘Case history courtesy of Joel Goldman, M.D., Johnstown, Pa. 


‘These photographs of Dr. Goldman’s patient were taken on 
November 10, 1960. 


“‘METICORTEN,® brand of prednisone. 


SCHERING CORPORATION * BLOOMFIELD, NEW JERSEY 
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Zentron . comprehensive liquid hematinic 


corrects iron deficiency ¢ restores healthy appetite « helps promote normal growth 


Each 5-cc. teaspoonful provides: 
Ferrous Sulfate (equivalent to 


20 mg. of iron) . . . 100 mg. 
Thiamine Hydrochloride (Vitamin B.). 
Riboflavin (Vitamin B:). . . 1 mg. 
Pyridoxine Hydrochloride (Vitamin Bo. 0.5 mg. 
Vitamin Crystalline . mcg. 
Pantothenic Acid (as d- Panthenol) mg. 
Nicotinamide. . . . 


*underweight, easily fatigued, of mild anemia 


Ascorbic Acid (Vitamin C) 35 mg. 
Alcohol, 2 percent. 

Usual dosage: Infants and children—1/2 to 

1 teaspoonful (preferably at Itime) 

one to three times daily. Sz 


Adults—1 to 2 teaspoonfuls (preferably 
at mealtime) three times daily. 

Zentron™ (iron, vitamin B complex, and vitamin 

C, Lilly) 


119351 


Ii 6, Indi, 


Product brochure available; write Eli Lilly and Company, 
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Sarcoidosis 


JOSEPH N. PLUMER, M.D., and 
ALBERT JACKSON, M.D., Wadsworth* 


SARCOIDOSIS is a mysterious and puzzling disease. 
There recently has been revived interest in this dis- 
ease.! Diagnosis is still difficult and many cases are 
discovered only on postmortem examination. 

We have had 8 patients with sarcoidosis in our 
hospital in the past 10 years, proved in every case by 
biopsy of a lymph node, showing the typical ap- 
pearance. 

Seven patients were around 30 years old, the other 
57 years old. 

Five were Negro and 3 white, all males. The high 
prevalence of Negroes with sarcoidosis was confirmed 
when comparison was made with our general patient 
population. 

Histoplasmin skin tests were performed in 5 pa- 
tients. Two were positive, 3 negative. 

PPD was performed in 6 patients—positive in 5 
and negative in 1. 

In 2 patients the skin test was positive for both. 

The Nickerson-Kveim reaction was not performed 
in any of our cases. 

There was no spinal cord or skin involvement. 

The complaints of our patients were: general 
weakness, malaise, chills, anorexia, cough, weight loss 
in most of the cases. One had pain in the left testicle, 
one had hoarseness. 


* From the Veterans Administration Hospital, Veterans 
Administration Consolidated Center, Wadsworth, Kansas. 

Presented at the Kansas Regional Meeting, American Col- 
lege of Physicians, Topeka, Kansas, March 3, 1961. 


Scientific 
ARTICLES 


The Clinical Picture of Sarcoidosis: 


A Report of Eight Proved Cases 


The physical findings were: one had hepatospleno- 
megaly, one had hepatomegaly, all had lymph node 
enlargement of either the cervical, supraclavicular, or 
axillary nodes. One case had eye involvement, ker- 
atitis and nodular iritis. 

Two cases showed leukopenia, 6 had eosinophilia 
of 5 per cent or better, 2 had reversal of the A/G 
ratio, 2 had hypercalcemia. 

Sputum examinations were negative for acid-fast 
bacilli and fungi. 

X-rays: All had hilar lymph node enlargement. 
One had scattered pulmonary infiltrations. Only one 
showed cystic change in bones of the hands, con- 
sistent with sarcoidosis. 

One patient had involvement of the pituitary gland, 
manifested by diabetes insipidus, pituitary myxedema 
and testicular atrophy. In 1945 this patient had ery- 
thema nodosum, in 1951 examination of a lymph 
node was typical of Boeck’s sarcoidosis. He responded 
to cortisone. In 1956 he was again readmitted be- 
cause of intractable thirst. He had a thick skin, rare 
hair, gynecomastia, hepatosplenomegaly. Radioactive 
iodine uptake was low, but after administration of 
thyroid stimulating hormone, it became elevated, 
showing that the myxedema was of pituitary origin. 
The Hickey-Hare test was positive for diabetes in- 
sipidus. Testicular biopsy showed atrophy. The pa- 
tient showed a dramatic response with Pitressin. (This 
case has been described previously.) * 

Lymph node biopsy was performed at least once 
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in every case and was found to be typical of sarcoi- 
dosis with giant cells, epithelioid proliferation, 
lymphocytic infiltration, and absence of necrosis. As- 
teroid bodies were present in one patient, who had 
generalized sarcoidosis. No case had Schaumann 
bodies. 

Sarcoidosis can be familial. It has been reported in 
siblings* and identical twins.5 It can involve any 
organ. Skin and eye involvement are frequent, as the 
original name Besnier-Hereford implies. It occurs in 
co-existence with periarteritis nodosa;* histoplas- 
mosis ;* cryptococcosis ;* involvement of the myocar- 
dium with sudden death;® involvement of the kidney 
(causing nephrocalcinosis and hypercalcemia) ;1° in- 
volvement of the liver (causing portal hypertension, 
even bleeding esophageal varices).1! The central 
nervous system,!* pituitary,” parathyroids,!* muscles,!+ 
can also be involved. 

Jaundice is rare,> as is joint involvement.1® 

Sarcoidosis has been reported to be 12 to 17 times 
more prevalent among Negroes than whites.17 

Studies have been conducted to find a specific 
element responsible for the higher incidence of 
sarcoidosis in certain areas, since Martin'® reported 
pine pollen was present in the sputum of some pa- 
tients. The concentration of cases was found to cor- 
relate best with the pine tree forest distribution in 
the United States. This might also explain the relative 
frequency in Norway and Sweden’s exclusively white 
population. 

An antigen prepared from this pine pollen ex- 
tract produced a delayed type reaction in guinea pigs 
previously sensitized with injections of pine pollen. 
Tuberculin positive guinea pigs reacted also to the 
antigen. 

Lindner and co-workers injected pine pollen into 
the spleen of rats. All showed, after two weeks, 
lesions simulating sarcoidosis in the spleen, and 
granulomatous lesions in the lungs. 

The incidence of tuberculosis coexisting with sar- 
coidosis varies from 3.3 per cent to a high figure of 
25 per cent.1® In our series there were none. 

It has been stated that in sarcoidosis the tuberculin 
skin test is usually negative and in only 5 per cent to 
15 per cent of the cases the first strength PPD test is 
positive, and that approximately 35 per cent of pa- 
tients with sarcoidosis react to the 2nd strength tuber- 
culin skin test.?° 

This has not been our experience, inasmuch as in 
5 of 6 cases of proved sarcoidosis 2nd strength PPD 
was positive. Tuberculosis was definitely ruled out in 
those cases by means of smear, guinea pig inocula- 
tions, and biopsy of the involved glands. We do not 
think that the often made statement that positive 
reaction to 2nd strength PPD will rule out sarcoidosis 

“is correct. 


Positive skin reaction is a manifestation of an 
allergic response of a disease belonging to the hyper- 
sensitivity group. 

It is possible that in sarcoidosis there is a failure to 
develop antigen. This is not limited to tuberculin 
reaction alone because these patients react also less to 
mumps, trichophytin and oidiomycin skin tests. On 
the other hand, this failure to develop antigen is not 
limited to sarcoidosis alone because other diseases, 
like Hodgkin’s disease, also have impaired immuno- 
logic reaction.?1 

Three of our cases illustrate the relationship of 
sarcoidosis to hypersensitivity. In the first case there 
was erythema nodosum. The second showed marked 
hypersensitivity to dust, milk and milk products. This 
does not imply that sarcoidosis is a form of allergy or 
occurs in allergic people, but rather that sarcoidosis 
may be a response to many stimuli. This includes also 
malignancy, as shown in the third patient. 

The increase in gamma-globulin, and alterations 
of electrophoretic patterns, eosinophilia, the clinical 
response to cortisone, and the improvement with preg- 
nancy, suggests that there is an altered immunologic 
reaction in sarcoidosis. 

This is also further proved by the Kveim-Nicker- 
son? reaction. The Kveim reaction, however, is non- 
specific because the same reaction can be elicited in 
a normal subject, as well as in a patient with sarcoi- 
dosis, by many other irritating stimuli. It seems that 
the substance responsible for this reaction is a phos- 
pholipid. It is admitted by some authors that the 
presence of sarcoidosis cannot be proved by the Kveim 
test. 

It is agreed by all the authors, even those who had 
positive responses with the Kveim test, like Nelson, 
that the latter reaction has its obvious limitations as 
a means of diagnosis. It would be useful only in those 
rare cases where it is impossible to obtain a node for 
biopsy. 

It is possible that the Kveim test might contribute 
to the concept of sarcoidosis by a process which in- 
volves antigen body reactions.2? The chemical com- 
plexes contained in the antigen are still unknown, 
which makes the understanding of the nature of the 
altered tissue reactivity on the part of the host difh- 
cult to understand. 

We think that the Kveim test is not practical. It is 
difficult to obtain a fresh reagent of standardized 
potency when needed. The Kveim reaction is not 
specific as there are many false negatives. 

The granulomatous reaction is a response of a 
foreign agent introduced either from the outside or 
produced within by modification of some normal 
structure of the body. 

Sommers thinks an abnormal antibody synthetic 
process by mononuclear cells with evidence of in- 
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creased intracellular lipoid-protein complexes may 
play a role in the pathogenesis of Boeck’s sarcoid. 

Barrie thinks that virus might play a role in the 
etiology of sarcoidosis. 

We think that it is an antigen antibody reaction, 
due to hypersensitivity from an unknown stimulus, 
in susceptible persons. 

The classification of cases as ‘‘sarcoid,”” meaning an 
isolated sarcoid-like granuloma, and “sarcoidosis,” 
meaning generalized systemic disease with sarcoid 
gtanulomas in many organs, is not justified in our 
opinion. It is, even with the microscope, rather diff- 
cult to make this differentiation. 

Engle states that it is difficult to clearly define the 
lesions of sarcoid and sarcoidosis because they might 
all be part of the same lesion which forms a wide- 
spread spectrum. 

It is also important in the histological examination 
of granulomas to distinguish the age of the granu- 
loma, because, as Barrie stated, sarcoidosis goes 
through the state of diffuse inflammation, cell prolif- 
eration leading to the formation of epithelioid cells, 
and hypertrophy of epithelioid cells to form localized 
cell aggregates. 

Israel states that the diagnosis of sarcoidosis should 
be rather a clinical one and the greater the number 
of clinical findings present, like negative tuberculin 
reaction, hyperglobulinemia, hypercalcemia, involve- 
ment of mediastinal lymph nodes, eyes, skin, includ- 
ing erythema nodosum, bones of hands and feet, liver 
and spleen, lacrimal or parotid glands, heart, pituitary 
gland, and epithelioid tubercles in a biopsy specimen, 
the more convincing the diagnosis of sarcoidosis. 

We feel that if a lymph node biopsy shows epi- 
thelioid cells and giant cells, and no necrosis, in ab- 
sence of any demonstrable etiological agent like 
beryllium, quartz, cancer, etc., this case should be 
considered clinically as sarcoidosis. 

It is often impossible, except for a complete au- 
topsy, to determine whether only one lymph node or 
organ is involved, which would then be classed as a 
sarcoid type lesion, or whether many or all organs 
are involved and we arte dealing with a systemic 
disease classified as sarcoidosis. What may be called 
“sarcoid” today, can spread tomorrow and become 
“sarcoidosis.” It is impractical and only of academic 
and postmortem interest to determine whether there 
is a so-called sarcoid lesion or generalized sarcoidosis 
present. 


Treatment 


All of our patients were treated with Cortisone 
with improvement. There is an agreement among all 
authors that steroids are the only effective drug in this 
condition, supplanting all other treatment, such as 


dihydrotachysterol, which is a toxic agent and can 
cause irreparable kidney damage. 


Summary and Conclusions 


The diagnosis of sarcoidosis is still difficult and 
only awareness will lead one to the correct diagnosis. 
X-ray of the chest is usually the first clue to the pres- 
ence of this condition. The diagnosis can be definitely 
established by biopsy of a lymph node or other organ. 

The Kveim reaction, which has many false neg- 
atives, is not reliable. It is difficult or impossible to 
obtain, when needed. 

Bone involvement is a late manifestation of the 
disease, occurring in approximately 15 per cent to 25 
per cent of the cases. 

Elevated serum calcium is found when there is 
osteoporosis, which is not always present, and a nor- 
mal serum calcium does not rule out sarcoidosis. 
A/G ratio changes and an altered electrophoretic 
pattern are not always present in the early stages of 
the disease and, therefore, non-specific. 

It is our opinion that sarcoidosis is a hypersen- 
sitivity disease. 

A differentiation between sarcoid type reaction and 
systemic sarcoidosis is only quantitative and not 
justified. 

Steroids are the only effective treatment in sar- 
coidosis and all patients should be treated as soon as 


diagnosed. 
The prognosis is not always benign. Sudden death 


does occur. 
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G-I Cancer 


Carcinoma of the Esophagus and the Gastric Cardia 


CREIGHTON A. HARDIN, M.D., and 


C. FREDERICK KITTLE, M.D.,* Kansas City 


THE MEDICAL LITERATURE is replete with pessimism 
regarding surgical resection for carcinoma of the 
esophagus. Operative excision for cancer of the 
esophagus is a relatively recent procedure since 
Ohsawa, a Japanese surgeon, in 1933, and» Adams 
and Phemister, in this country in 1938, were the first 
to describe transthoracic resection of the esophagus 
with survival of the patient. 

We have reviewed the experiences with carcinoma 
of the ésophagus and esophagogastric junction at the 
University of Kansas Medical Center from 1949 to 
1959. Although long-term survivors were few, a 
perusal of the results leave us with a feeling of some 
encouragement. Resection can afford a significant de- 
gtee of palliation and provide symptomatic benefit by 
removal of the cancer in this region. 

The cardinal symptom of esophagogastric carci- 
noma is dysphagia. It occurs after a protracted silent 
period of growth as the lumen of the esophagus be- 
comes compromised. Adjacent vital structures, such 
as the aorta and bronchus, soon become involved and 
frequently the primary lesion may be found non-re- 
sectable when the patient is first seen. 

A total of 69 patients were treated at the University 
of Kansas Medical Center during the ten year period 
1949 to 1959. In these patients the average duration 
of symptoms was three months with a range of six 
weeks to ten months. Weight loss was a prominent 
feature, averaging about 15-20 pounds. Sixty patients 
were male and nine were female. Anatomic locations 
of malignancies of the esophagus and cardia oc- 
curring in this study are listed in Table I. 

Six of these patients were considered inoperable at 
the time of operation. All these six had tracheal or 
aortic invasion with a primary carcinoma in the mid- 
dle-third of the esophagus (Table II). Of these six 
patients four were treated with Cobalt-60 radiation, 
one patient received no treatment, and in one a pallia- 
tive Duval-Machler plastic tube was inserted to re- 
lieve dysphagia. The last patient died 64 days later 
from erosion and leakage about the site of the tube 
insertion. The average survival in these six patients 
was five months with the terminal events of death 
being hemorrhage or pneumonia. 

Although this group is too small to make con- 


* From the Department of Surgery, University of Kansas 
Medical Center. 3 


clusions regarding the palliative effect of X-ray ther- 
apy, others have found that the average duration of 
life after radiation alone is approximately eight 
months (Krebs, etc.). Gastrostomy was done in one 
of our patients and did not appear to have any ap- 
preciable benefit in prolonging life (Chauncey). 

Of the 63 patients subjected to resection, the ages 
ranged from 40 to 89 with all except three patients 
being beyond the fifth decade. A total of 11 post- 
operative deaths took place (Table III). In four, leak- 


e A review of carcinoma of the 
esophagus and cardia covering a 10 
year period is presented. 

¢ Resection of esophageal malignancy 
provides palliation and symptomatic 
relief. 

e¢ A staged procedure consisting of 
resection, cervical esophagostomy, tem- 
porary gastrostomy followed by radia- 
tion and late esophageal restoration 
may salvage more patients with esophag- 
eal cancer. 


age of the anastomosis occurred ; in five death resulted 
from cardiac disease (infarct or congestive failure) ; 
one patient died from anemia and one died from 
pneumonia. Two patients should have been considered 
inoperable because in one instance of liver involve- 
ment (not appreciated at operation) and in the other, 
massive tracheal extension. 

The operative technique consisted of either a left 
thoracotomy for lesions in the distal one-third of the 
esophagus with subtotal esophagectomy, or combined 
thoracic and abdominal incisions with total or sub- 
total esophagectomy and mobilization of the stomach 
high into the pleural cavity for lesions involving the 
middle or upper thirds of the esophagus. The sur- 
gical intent of the operating surgeon in the resected 
cases of adenocarcinoma of the esophagogastric junc- 
tion was palliative in 13 and curative in six cases. The 
surgical intent in squamous cell carcinoma of the 
esophagus was palliative in 38 and curative in 10 
cases. The two cases of leiomyosarcoma were resected 
with curative intent (Table IV ). 
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TABLE I 


ANATOMICAL LOCATION OF 
MALIGNANT LESIONS 


No. Pts 
Cervical Esophagus .............. 2 
Upper Thoracic Esophagus ........ 5 
Middle Esophagus 25 
Bower . 18 


TABLE II 


AGE AND INOPERABILITY AT 
TIME OF RESECTION 


No. No. Inoperable 

Decade Undergoing Resection at Thorocotomy 
40-49 3 — 
50-59 25 3 
60-69 21 2 
70-79 12 1 
80-89 2 
Total 63 6 


and two patients lived for three years before dying of 
recurrent disease. One patient is still living 10 years 
after resection. This patient is of interest because 
eight years after initial esophagogastrectomy, partial 
pancreatectomy, and splenectomy a left supraclavicular 
lymph node, positive on histologic examination for 
adenocarcinoma, was removed. The average survival 
of 16 patients with resected adenocarcinoma was 13 
months. 

Leiomyosarcoma of the esophagus: Two patients 
were resected and died of recurrent disease 37 and 
48 months later. Table V depicts graphically the sur- 
vival rate of all resected cases. 

Sweet has reported 17 per cent of his patients alive 
five years postresection for carcinoma of the lower 
esophagus and cardia. A 4 per cent survival was ob- 
served in the upper esophageal resections and none 
in the cervical esophagus. Corey reported a 32 per 
cent three year survival for esophageal cancer in his 
series. A collective review on resected carcinoma of 
the esophagus reported 107 five year survivals 
(Chauncey) . 


Surgical Management 


Resection of a malignancy should encompass the 
primary growth in all directions and include the 
region of metastatic spread. Extensive transverse and 


Pathological examination of the resected specimens 
in the adenocarcinoma group showed negative nodes 
for metastatic tumor in three cases and 16 specimens 
had positive regional nodes or serosal extension. Six 
surgical specimens of carcinoma of the esophagus 
showed absence of metastases to the lymph nodes but 
this finding did not enhance survival. Forty-two of 
the specimens had spread to the regional nodes or 
serosal extension. One specimen in this group had 
tumor at the proximal line of resection. 


Results 


Squamous cell carcinoma of the esophagus: Fotty- 
eight patients were resected with eight deaths post- 
operatively. Of the 40 patients surviving 11 lived for 
two years after resection, two patients lived three 
years and 10 months to die from recurrence and one 
patient lived four years and 10 months and then died 
of recurrent disease. The average survival of all 40 
patients undergoing resection for squamous cell car- 
cinoma was 11 months. Three patients surviving re- 
section are living and free of recurrence to date, at 30, 
46 and 47 months. 

Adenocarcinoma of the esophagogastric junction: 
Nineteen patients were resected with three postoper- 
ative deaths. Of the surviving patients six patients 
lived for two years, two patients lived for three years, 


TABLE Ill 


HOSPITAL DEATHS—FOLLOWING 
ESOPHAGOGASTRECTOMY 


Squamous 
Cell Carminoma Adenocarcinoma 


Anastomotic Leak ...... 3 1 
Cardiac Complications .. 3 2 
Renal Failure .......... 1 


Pulmonary Complications 1 _ 


8 
Occurred 1-35 days 


TABLE IV 


CANCER OF THE ESOPHAGUS AND 
GASTRIC CARDIA 


Surgical Intent 
Type of Lesion No. of Cases Palliative Curative 
Adenocarcinoma ..... 19 13 6 
Squamous Cell 
Carcinoma ........ 48 38 10 
Leiomyosarcoma ..... 2 


4 
| 
| 
| 
| 
| 
| 
| 
| 


434 THE JOURNAL OF THE KANSAS MEDICAL SOCIETY 


Table Y SURVIVAL RATE AFTER RESECTION 


60 


40 


20 


e------e@ ADENOCARCINOMA 
e——e SQUAMOUS CELL C. 


LIVING 


24 


36 42 48 52 58° 360 


SURVIVAL IN MONTHS 


Figure 1. 


lineal spread of esophageal carcinoma is frequently 
present by the time of operation and because of this 
marked tendency for submucosal and external spread 
many have advocated total esophagectomy. Early ex- 
tension into the aorta, mainstem bronchi, or trachea 
may render a patient nonresectable. In resectable cases 
a staged procedure may result in a more adequate re- 
section of the carcinoma, better palliation or cure and 
less morbidity. Total esophagectomy, temporary gas- 
trostomy, and cervical esophagostomy would consti- 
tute first stage procedure. Adequate radiation could 
then be given to the mediastinal region with later 
restoration of esophageal continuity by the colon. 
This has as advantages the nutritional help to the 
patient after the first stage massive radiation to the 
carcinomatous area, and reconstruction as permitted 
by the patient’s general condition. 
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/ REPORTS 


Defective Hearing 


A Plan for Reporting Defective Hearing in Children 


V. R. MOORMAN, M.D., Hutchinson, Kansas, and 


JAMES McLEAN, M.A., Lawrence, Kansas 


A SERIES OF six articles, the first of which appeared in 
the December 1959 issue of the JOURNAL OF THE 
KANSAS MEDICAL SOCIETY, was prepared by Dr. C. W. 
Armstrong for the Committee on Conservation of 
Hearing and Speech of the Kansas Medical Society. 
These articles described the types of hearing losses 
that one encounters, the diagnosis of the problems 
and the treatment. The Committee on Conservation 
of Hearing and Speech in conjunction with represent- 
atives from the Kansas State Board of Health and the 
Kansas State Department of Public Instruction has 
devised a plan which will expedite communication 
between the school system and the physician in the 
management of defective hearing in school children. 
In interdisciplinary contacts the fields of interest 
tend to overlap and sometimes are in conflict. The 
responsibility of the parents to provide medical care, 
both diagnostic and therapeutic, is basic to the pro- 
gram and this responsibility must not be relegated to 
the school system. On the other hand the Department 
of Public Instruction has a responsibility to provide 
the maximum education that each pupil can master 


Editor’s Note: This article has been prepared by V. R. 
Moorman, M.D., Hutchinson, Kansas and Mr. James 
McLean, Instructor of Speech Pathology, University of Kan- 
sas, Lawrence, Kansas for the Committee on Conservation of 
Hearing and Speech. The committee members are J. A. 
Budette, Chairman, C. W. Armstrong, H. R. Draemel, 
R. E. Bridwell, E. S. Gendel, C. L. Gray, W. P. McKnight, 
E. E. Miller, Ruth Montgomery-Short, V. R. Moorman, 
W. D. Pitman, G. O. Proud, R. E. Riederer and M. J. Ryan. 


to the extent of his capabilities. Since the physical 
attributes of the child enter into his ability to learn, 
the school system becomes involved in certain screen- 
ing programs which in this instance concern his 
ability to hear. The responsibility of the physician is 
to provide diagnostic hearing tests and therapy for 
those with hearing losses. The physician also has a 


The background, criteria and method 
for an interchange of information and 
recommendations concerning the child 
with a hearing loss between the school 
system and the physician have heen 
presented. 


responsibility to make recommendations to the school 
official as well as to the parent as to ways in which 
the child with a hearing loss can be aided to hear and 
learn. 


Qualifications of School Hearing Testers 


Standardization of hearing tests, indications for 
referrals, and communications are necessary to have 
order in a potentially chaotic situation. Since the 
qualifications of those administering hearing tests in 
the school system vary widely, the Department of 
Public Instruction has set up various categories of 
testers. Since it is necessary for the physician to know 
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the competency of the tester, the categories of hearing 
testers and their educational requirements as de- 
termined by the Department of Public Instruction 
follow. 

1. THE HEARING CONSERVATIONIST will 
have a bachelor of arts or master of arts degree with 
a major in speech correction and/or audiology. He 
will also have approval as to subject and field re- 
quirements of the Kansas State Department of Public 
Instruction for a Hearing Conservationist. 

The formal education includes a knowledge of the 
anatomy and physiology of the hearing mechanism, 
a thorough knowledge of the hearing function and its 
deviations, knowledge of the functional implications 
of hearing loss and the clinical management of com- 
munication problems resulting from a hearing loss. 
The Hearing Conservationist will be competent in 
the administering of clinical tests of audiometry in- 
cluding air conduction threshold, bone conduction 
threshold, masking, speech reception thresholds, 
discrimination tests as well as other diagnostic tests 
of hearing function. He will understand referral cri- 
teria and procedures. 

2. THE SCHOOL AUDIOMETRIST may qualify 
for certification by attending a one week workshop or 
a standard course in audiometrics at a recognized 
university or training center. In place of a formal 
training period he may submit to an examination and 
demonstration of the required competencies. 

The School Audiometrist will have a knowledge of 
the rationale of audiometric screening and air con- 
duction tests with a demonstrated competency in the 
performance of the tests. He will understand the 
rationale of hearing function and will know the types, 
degrees and manifestations of hearing losses. A 
knowledge of the proper referral criteria and pro- 
cedures will be expected. It will be noted that the 
bone conduction tests have been omitted because of 
the noise level in the school testing site. 

3. THE HEARING SCREENER may qualify with 
a two day workshop that includes the practical me- 
chanics in performing hearing tests. 

He will have a knowledge of the rationale of audio- 
metric screening and will demonstrate an ability to 
administer pure tone sweep tests in a standardized 
fashion. Knowledge of the audiometer in regard to 
its function and its use in the performance of hearing 
tests is necessary. The proper referral criteria and 
procedures will be understood. 

From these criteria it is obvious that school nurses 
do not qualify as Hearing Conservationists. The 
Hearing Conservationist is a person trained in audiol- 
ogy, and whose full responsibility lies in administer- 
ing clinical tests of hearing. Nurses as well as other 
individuals are frequently involved in hearing testing 
and do perform sub-clinical audiometric tests. For 
this reason the categories of School Audiometrist and 
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Hearing Screener have been developed. Approval 
at these levels will assure some training appropriate to 
the duties and will provide some protection for those 
doing testing. 

All individuals who test hearing in public schools 
should attempt to qualify at the School Audiometrist 
level. If this is not feasible, work toward the Hearing 
Screener level of approval is considered appropriate 
for duties limited to screening tests. It is expected 
that all school nurses will qualify themselves at the 
School Audiometrist level by taking either a standard 
college course in audiometrics or by participation in 
a one week workshop designed specifically for this 
purpose. Such workshops will be offered in various 
areas of the state as extension programs of some Kan- 
sas universities. 

If the results of the hearing tests performed by 
school personnel as well as the results of the tests per- 
formed by physicians along with their recommenda- 
tions are accumulated in one central repository, a 
mass of useful data will soon be available for study 
and analysis. From this material a significant survey 
of the hearing of Kansas school children is possible 
and would provide a true incidence of hearing handi- 
capped children. It would help determine whether 
better educational facilities are needed, and the in- 
dividual tests will discover the student handicapped 
by poor hearing who may benefit from adequate 
medical and surgical care. 


Card Report System 


To accomplish these goals it becomes evident that 
a means of communication to transmit referral re- 
quests, recommendations of the physician, and data 
to the central repository is essential. Toward this goal 
a report system has been devised (Figure 1). The 
system consists of four attached, preaddressed post 
cards. The first card will contain the results of the 
screening test performed at school. At the bottom of 
the card is an information release form for the parent 
or guardian to sign. This card may be kept on file by 
the physician. The second card relates instructions 
to the physician. This card is attached to the third 
card in such a manner that when they are folded 
together and secured with a staple, the recommenda- 
tions to the school will be covered and confidential. 
The data on the third card indicates the diagnosis, the 


permanency of the condition, the status of the therapy 


and suggestions for classroom help for the handi- 
capped student. The fourth card, on which the phy- 
sician records his audiometric findings and diagnosis, 
will be sent to the Department of Public Instruction. 
The department will act as the central collection 
agency for the data which will be available to quali- 
fied investigators. 

The prime purpose of the form is to improve com- 
munication between the school referring agent and 
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School Date 


has been given two hearing 
tests which indicated the possibility of a hearing loss. It is 
recommended that you take your child and this report to your 
physician as soon as possible. 


250 500 1000 2000 4000 6000 8000 


Right 
Left 


I hereby authorize the release of the results and recommendations 
from this examination to school officials and the use of this data 
in any statistical studies that may be desirable. 


Parent or Guardian (Please sign) 


TQ THE PHYSICIAN: 


Audiometric evaluations in school indicate the hearing Loss noted 
above. This loss meets the criteria for medical referral set by 
the Kansas Medical Society. Will you please: 


1. Complete the following two cards. 

2. Return the middle card to the school referring agent 
whose name and address appear on the front. 

3. Return the last card to the State Division of Special 
Education for compilation of state-wide data on 
hard-of-hearing children. 


Please address questions about the tests to the school referring 
agent. 


137 Kansas State Department of Public Instruction 
Kansas State Board of Health and the Kansas 
Medical Society, Hearing Conservation Committee 


Form: 
Approved by: 


Name Age 
School Date 
(1) Type of loss: No loss 
Perceptive 
Conductive 
Mixed 
(2) Status of loss: P 
Temporary 
(3) Therapy: Completed 
Continuing 
(4) Suggestions: Yes No 
Special seating in classroom 
Amplification (hearing aid) 
Speech reading (lip reading) 
Recheck hearing in months 
Physician 
Name Age 
Address Sex 
School Date 
| | 250] 500 | 1000 | 2000 4000 | 6000 | 8000 | 
t. Air 
t. Bone 
t. Air 
t. Bone 
Other tests: 
Diagnosis: 
wer Physician 


the physician. An audiometric testing program is in- 
tended not only to identify children who need med- 
ical attention because of hearing losses, but also to 
ascertain the extent to which such losses will require 
special educational considerations. Identifying a hear- 
ing problem and recommending medical examination 
is only one part of the program. To fulfil its goal of 
making special educational adjustments, the school 
must also receive a report of the physician’s conclu- 
sions and some indication of the nature, degree and 
prognosis of the hearing problem which prompted 
the referral. 
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Criteria of Referral 


The criteria for referral of the child with a hearing 
problem have been standardized and are arbitrary. 
This is a necessity in order that referrals will be 
meaningful and protective for the child. If there is 
to be a margin of error, it must be protective for the 
child and not the school referring agent or the phy- 
sician. The criteria allow for over referral of children 
with suspected hearing losses rather than to risk 
missing a child who may need help. 

When there is a minimal loss, as measured by an 
audiometer, of 20 decibels in two tones in one ear 
or a loss of 30 decibels in one tone, the school re- 
ferring agent will record the data on the referral 
form and request the parents to consult the family 
physician. After the physician has completed his ex- 
amination, he will indicate his findings and his recom- 
mendations by checking the appropriate squares. If 
the physician finds a perceptive hearing loss for which 
no therapy is needed but the course of the hearing 
needs to be followed, the child may be placed on an 
active hearing list by the school referring agent. He 
will have repeat hearing tests at six month intervals, 
but will not be referred back to the physician unless 
a further loss of hearing occurs. If the physician 
finds a temporary loss that can be corrected, further 
tests will not be performed by the school agent except 
upon request of the physician or on a routine survey 
basis. 

These criteria have been formulated and approved 
by physicians. There will probably be some rejection 
of these criteria by individual physicians. Since these 
criteria will send to physicians many children whose 
hearing loss is recognizable only by an audiometric 
test, some physicians will report to the parent that 
there is no hearing loss. This is unfortunate but 
stresses the necessity for careful, meticulous audio- 
metric evaluation by the physician. Otherwise children 
for whom early treatment could prevent a lifelong 
hearing impairment will receive inadequate treatment. 


Sarcoidosis 
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Radiology 


Case of the Month—Eosinophilic Granuloma 


Edited by COLVIN AGNEW, M.D., Kansas City 


Radiologic Description 


Posterior to the left coronal suture there is an os- 
teolytic lesion measuring 1.5 x 5 cm. The anterior 
margin extends almost to and parallels the coronal 
suture. The contour is not circular but roughly rec- 
tangular with an irregular posterior margin which 
could be compared to a “creeping erosion.” The in- 
ferior margin has a relatively sclerotic border. Punctate 
or nodular sequestra are not demonstrated. There are 
no fracture lines. There is no periosteal reaction. 
There are no rib lesions demonstrated on the chest 
X-ray examination. 


History 


This 6 year old school boy had a collision with 
another boy, bumping heads. Although not uncon- 
scious he became sick and vomited. Two weeks later 
he began having daily headaches. These headaches 
could be induced or aggravated by touching his head. 
It could be relieved by aspirin or resting. Two weeks 
ago (4 weeks after the onset of headaches) a mass 
began to appear above his left ear. By the time he 
was admitted six weeks after the head injury, opening 
and closing his mouth was painful. The abnormal 
physical finding was limited to a tender 3 cm mass 
above the left ear. There was a sense of warmth but 
erythema was not noted. The laboratory data was 
normal. The radiologic consultation offered several 
explanations for the osteolytic lesion in the skull. An 
excisional biopsy operation was performed with a 
preoperative diagnosis of eosinophilic granuloma. 

The pathologist reported the section consists of a 
large number of histiocytes and lymphocytes inter- 
spersed with numerous eosinophils. Areas of recent 
hemorrhage are seen as well as red cell filled endo- 
thelial spaces. Small areas of necrosis are noted. A 
few large multinucleated giant cells are seen with 
abundant cytoplasm and uniform nuclei. One year 
later the surgical defect had been filled and felt 
solid to palpation. 


Differential Diagnosis 


The radiologic differential diagnosis of solitary 
skull lesions in children is rather limited. Considera- 
tion should be given to the following more likely 
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possibilities: Hemangioma, cholesteatoma, eosino- 
philic granuloma, and osteomyelitis. 

When hemangiomas occur in the calvarium, it is 
usually a solitary lesion which retains a fine network 
of trabecula. In profile there may be some overgrowth 
but there is no periosteal reaction. There is little or 
no eburnation of the margins. Ectodermal cell arrests 
may cause cholesteatoma (epidermoids) and may give 
rise to a sharply demarcated osteolytic skull defect. 
The margins usually show eburnation; there may be 
flecks of calcific density interspersed in the lipoid 
material. 

Osteomyelitis may follow a penetrating wound or 
as a complication of frontal sinusitis. The margin may 
be irregular with patches of bone containing various 
amounts of calcium, producing a mosaic. In time the 
margins may be sclerotic and periosteal reaction 
present. The defects may be visible long after the in- 
fection has been controlled. 

Leptomengial cysts (post-traumatic) may present in 
time as a defect in the calvarium. There is usually an 
associated fracture. 

Meningoceles and encephaloceles are midline struc- 
tures and there may be a significant associated defect 
in the calvarium. Sinus pericranii is also a midline 
defect, but produced by a large vessel feeding a com- 
pressible soft tissue mass. Usually the cranial defect is 
not detectable. 

Eosinophilic granuloma produces an_ osteolytic 
lesion in bone which usually has a smooth margin 
which is not sclerotic and without periosteal reaction. 
There is usually total osteolysis so that there are no 
trabecula remaining in the lesion. 

The differential diagnosis can be narrowed when 
the total clinical picture is taken into consideration. 
The admitting diagnoses on this boy included osteo- 
myelitis, leptomengial cyst and eosinophilic granu- 
loma. However, it is apparent that to establish a diag- 
nosis material will have to be submitted for histologic 
study. 


Discussion 


Eosinophilic granuloma is a relatively new disease 
entity.» 5 There is still qualified curiosity exhibited 
about its etiology, nosology and pathologic course. In 
1941 before the Annual Meeting of the American 
Association of Pathologists and Bacteriologists, Far- 
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Figure 1. Extensive osteolysis extending posteriorly 
from the left coronal suture revealed at the time of 
hospital admission. 


ber? linked eosinophilic granuloma, Hand-Schiiller- 
Christian disease and Letterer-Siwe. There appears to 
be a tendency in the United States to accept this con- 
cept and lump these three together into a group of 
non-lipoid reticuloses. The common denominator is 
a microscopic appearance, however, the clinical course 
is quite different. Eosinophilic granuloma is a benign 
disease. The lesions rarely recur—whether treated by 
curettement or radiation. It has been suggested by 
Aegerter! that eventually the lesion becomes com- 
pletely fibrosed. It is not entirely clear whether his 
observation is based upon a spontaneous evolution or 
the outcome of a treated lesion. 

The proper treatment should be predicated on a 
well established diagnosis. Frequently the lesion is 
quite accessible so that the complete surgical excision 
is possible. When one is faced with an eosinophilic 
granuloma in a less accessible site or where complete 
removal is not obtained-—radiation therapy is indi- 
cated. Eosinophilic granuloma has been controlled 
with very modest doses of radiation. 

Complications or less than satisfactory results were 
reported in only three of twenty-eight cases recently 
reviewed by McGavran and Spady.* Case 9 received 
3500 r tumor dose originally. About two years later 
there was a recurrence in the scar. This was treated 
with 1800 r. The patient is alive and well 13 years 
later (case 9). A varus deformity resulted, which was 
mild, following the pathologic fracture (case 19), 
and a fracture occurred through the biopsy site which 
healed very satisfactorily (case 5). Thus, the man- 
agement of these patients primarily with surgery is 
recommended. Radiation therapy is reserved for the 
inaccessible or incompletely removed lesion. 
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Figure 2. Enlargement of the defect resulted from the 
complete removal of the lesion. 
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Several recent issues of The JOURNAL have 
included a case report in the field of radiology. 
The Editorial Board feels that these case re- 
ports are interesting and instructive, and invites 
contributions from radiologists anywhere in the 
state. Though it may not appear each month, 
it will appear whenever suitable material is 
available —Ed. 


Fact or Fallacy? 


The best way to take care of your ears is to leave 
them alone. True. The golden rule is: never put 
anything into your ear smaller than your elbow. Con- 
sult a physician at the first sign of trouble—dizziness 
or ringing in your ears. 

After all, you owe your ears something for all 
they do for you. 


| | | 
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THERON GLOVER SILLS, Kansas City* 


The life of Dr. J. T. Axtell presents an inter- 
esting picture from several aspects. On one side 
there is the record of a dedicated man and his 
accomplishments in the fields of medicine, agri- 
culture, and business. Another side of this man is 
reflected in a somewhat more subtle light. 
Throughout his active life and its connection 
with almost every phase of the community being 
in early Newton, his philosophy of life was 
transmitted and incorporated into the young 
town. His educational and spiritual leadership, 
the example of his life and his representation 
as the traditional “Country Doctor’ has left 
with the townfolk of Newton today an atmos- 
phere of his presence. 

It is not within the scope of this paper to 
present a complete biography of Dr. Axtell. 
Such a work will be accomplished when the 
author has gathered sufficient material. Rather, 
this paper should put forth the major contri- 
butions of this man in his several fields of en- 
deavor and show somewhat the impact his career 
left on the community of Newton. 

There is very little written material on Dr. 
Axtell and his personal diary is believed to have 
been destroyed following his death. Because of 
this, I was fortunate to have as sources of in- 
formation persons who knew and remembered 
Dr. Axtell. I am especially indebted to Dr. John 
L. Grove, his son-in-law, who entered practice 
with him in 1906 and through a long association 
with Dr. Axtell has been able to provide much 
of the material included in this paper. 


IN May OF 1878, a young man riding a white horse 
came to Newton, Kansas, filled with hopes of adven- 
ture and seeking employment. In this community, the 
young man was destined to find his place and formu- 
late the goals which would guide his life. 


* Theron Glover Sills is a fourth year medical student 
at the University of Kansas Medical Center. 


HISTORY 


Dr. J. T. Axtell—A Tradition 


John Thomas Axtell was born in Roseville, Illinois, 
on August 11, 1856, the sixth child of John Milton 
and Lydia Long Axtell. When nine years of age, he 
moved with his parents by covered wagon to Ander- 
son County in Kansas where his father, lured as were 
many others by the hope of finding a better life in 
the new territory, had purchased some farm land. He 
attended school in Garnet and upon graduation went 
to Kansas University briefly after which he returned 
and taught school for three years in Central City and 
other communities close to Garnet. 

The reasons for his deciding to stop in Newton are 
hard to ascertain. It is known that some friends of the 
family were located on a farm to the south of town 
and perhaps this bore some influence. The young 
Axtell obtained various harvest jobs lasting through 
the summer and in the fall he resumed his teaching 
activities by obtaining a position in the school in 
Newton. An incident which occurred during this first 
summer perhaps influenced him toward his later 
decision to take up the study of medicine. During the 
process of digging a well, the bucket used for hauling 
dirt out of the hole was inadvertently let slip back 
into the orifice and the end point of its descent was 
marked by the top of John’s head. The resulting 
scalp wound was closed in a bungling manner by one 
of the local physicians, perhaps pointing out rather 
sharply the need for more competent practitioners in 
that area. In later years, Dr. Axtell wore a toupee to 
cover the affects of this encounter. 

During his first winter of teaching in Newton, 
John decided to start the study of medicine and, as 
was the practice in those times, entered the office of 
one of the doctors in town, Dr. J. D. Hartley, to read 
medicine. These times were busy and found him oc- 
cupied with his teaching and trying to gain some 
knowledge in his new field of endeavor. Dr. Hartley 
was a wily man and made good use of the young 
student, making him do most of the errands and using 
him as a sort of general handyman. On cold winter 
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evenings when Dr. Hartley would return from a call 
(he and John shared the same bed) he would say, 
“Axtell, you are on my side of the bed, move over,” 
and get him out of the warm nest. Another little 
trick Dr. Hartley would use was to have John call 
him out of meetings which he didn’t want to attend 
by paging him. The good doctor would solemnly rise 
and slip out of the gathering. 

Later John obtained rooming quarters in the home 
of Icabod Chase, and here became acquainted with 
the daughter of the family, Lucena, who was later to 
become his wife. The following summer, in order to 
obtain enough money to enable him to go to Ann 
Arbor to study medicine, he took employment with 
a firm selling maps. This job carried him over a wide 
range of territory in surrounding states and his suc- 
cess with it was sufficient to enable him to matriculate 
at the University of Michigan in the fall of 1880. 
Here he organized a medical student’s club, hiring a 
woman to clean the rooms and do the cooking. He 
did the managing and buying of supplies and, in re- 
turn, received his room and board free. 

Returning to Newton in the fall of 1881, he re- 
sumed teaching and continued his medical studies. 
This winter evidently found the young man with 
more free time and his courtship of Lucena Chase, 
who was one of his former pupils, progressed to the 
place where he found the courage to ask her to be- 
come his wife. The ceremony took place in the home 
of her father on May 18, 1882. Immediately following 
the ceremony, the young couple moved to Hunne- 
well, where John had formed a partnership with Mr. 
G. W. Kates, and together they had purchased a 
small drugstore. 

This town was at the time an important shipping 
point for Texas cattle and lay close to the border of 
the Indian Territory. If the wildest days had passed 
in Newton, this was certainly not the case in Hunne- 
well. Mrs. Axtell recalls that the cowboys seemed 
almost a steady stream pouring into town. They 
would ride into the main street shouting and firing 
their weapons into the air, tired from their long 
drive with the cattle and more than ready for a little 
fun and excitement. Although they were generally 
friendly and were mainly looking for a good time, 
the inevitable results of drink and high spirits would 
take its toll, and Dr. Axtell’s practice here proved 
constant and lucrative. 

An instance is remembered to have occurred during 
this summer when the doctor was awakened during 
the night by a group of cowboys who had ridden up to 
his house. They demanded that Dr. Axtell accompany 
them back to their camp where they had a member of 
their party who had suffered a fractured leg when 
his horse had stumbled in a gopher hole. The hesi- 
tancy on the part of the young doctor to leave his 
wife in the middle of the night in such wild country 
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must have been overcome somewhat by the fact that 
these men were carrying their sidearms. The results 
of his night’s work must have satisfied these men for 
he was returned safely the following morning. 

The end of this eventful summer found Dr. Axtell 
ready to return east for further medical study. 
Financialiy in better state, the couple left the cow- 
town and the doctor enrolled at Bellevue Hospital 
Medical College in New York, a recognized mecca 
for the study of surgery. Upon obtaining his medical 
degree, he returned to Newton and went into partner- 
ship with an old friend, Dr. J. D. Sherrick. This re- 
lationship lasted just a few months for Dr. Sherrick 
decided to move to another state. Following this Dr. 
Axtell established a partnership with Dr. W. C. 
Nolder. 

By 1883 Newton had partially recovered from the 
hectic preceding decades. Several of the many saloons 
and dance halls had disappeared from the main street 
but some of them, the Alamo, the Mint, and the Gold 
Room were still doing a thriving business. The cow- 
boy and his temporary girl friend were not so much 
in evidence, for as the railroad had moved on, so had 
most of its accompanying transient followers. Farm 
population was replacing the railroad labor and cow- 
boy citizenry. Newton’s elite families took the train 
to Florence to enjoy the food and see the Harvey 
Girls in the newly opened Harvey House at that point. 
Ever increasing office practice, home calls, and sur- 
gery soon led Dr. Axtell to the conclusion that he 
needed a workshop where he could enjoy better 
facilities and care for several patients instead of the 
few that he could visit at home. Such a place would 
also make the proper nursing and care of his surgical 
patients easier. 

Dr. Axtell returned once again to the Bellevue 
Hospital for graduate study and, on his return in 
early 1887, he purchased three lots and a story and 
a half building on East Broadway. Consummating the 
transaction with satisfactory I.0.U.’s, he launched the 
Axtell Hospital enterprise. This project marked the 
establishment of the fifth general hospital in the state 
of Kansas and the first hospital established by a 
private practitioner. This first frame building had 
rooms for six patients and an operating room, a bath- 
room, nurses’ dormitory and a kitchen in the base- 
ment. Gas mantle lamps soon replaced the coal oil 
lamps. Each room was kept in immaculate condition 
and had a wash basin and pitcher, for cleanliness was 
a quality Dr. Axtell always stressed. 

At this same time the announcement of the opening 
of a nurse’s training school was made, although it 
was not until the following year that formal classes 
were held. This may be well considered the first such 
school in the state. Instruction was given principally 
by Dr. Axtell aided by medical journals until 1891 
when the course was lengthened to two years and 
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Clara Weeks’ Practical Nursing was used as the text- 
book. 

Before there was any recognized nurses’ organiza- 
tion in the state, nurses at Axtell Hospital were given 
systematic training in didactic as well as the practical 
art of nursing. The practical art in those days con- 
sisted of room care, bed making, and all the details of 
nursing the patient. Dr. Lucena Axtell and Dr. F. L. 
Abbey, who graduated from the Kansas’ Medical 
College in 1895, were of great help in establishing 
and training the nursing personnel for the hospital. 

These early nurses had not only patience and en- 
durance but also a true attitude of devotion, for their 
hours were not defined and their arduous services 
were largely paid for by the training furnished by 
the school of nursing. Their quarters were meagerly 
furnished and each room was shared by two or three 
gitls. One thing, however, that the nurses and em- 
ployees of the Axtell Hospital were assured of was 
that of substantial meals, for Dr. Axtell was interested 
in farming and dairy enterprises and the basement of 
the hospital always held a good supply of home 
processed meats, vegetables, and fruits. 

During October of this same year, Dr. Axtell suc- 
cessfully completed two abdominal operations on pa- 
tients. The event was followed by complete recovery, 
a rare event in Kansas at this time. This helped con- 
siderably to establish the reputation not only of the 
young doctor but also of the budding hospital, for 
these institutions at this time were considered as a 
place of last resort and were regarded with consider- 
able trepidation by the general public. 

The following appeared in an early edition of the 
Newton daily paper and may be of interest: 


PHYSICIANS 


Dr. G. Boyd 


Physician and Surgeon, Calls answered day or night 
from his residence, No. 623% Main St. 


W. D. Nolder, M.D. 
Res. 111 Main 
Axtell & Nolder 


Physicians and Surgeons, graduates of Bellevue Hospital 
Medical College of New York City. Office treatment 
8 to 10 A.M. and from 2 to 4 P.M. Also at other hours 
when not visiting patients. Eyes properly tested for 
glasses. Rooms over Drug Store. 524% Main Street. 


J. T. Axtell, M.D. 
Res. 120 E. 7th St. 


Axtell Hospital 


207 East Broadway. For surgery, diseases of women and 
of the eye and ear. Private room with board from five 
to ten dollars a week. Trained nurses in attendance on 


all cases. 
J. T. Axtell, M.D., Proprietor 
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Dr. Axtell was interested not only in his own hos- 
pital but also those of the whole state, and he was 
active in hospital organization and stressed the im- 
portance of keeping careful records. His feelings are 
expressed in his statement, “The relationship of the 
doctor and the hospital is like that of man and wife. 
Each is essential to the other.’’ He also compared this 
relationship to that in a poem by Longfellow, 

“As unto the bow the cord is, 

So unto man is woman, 

Though she bends him, she obeys him, 

Though she draws him, yet she follows, 

Useless each without the other.’ 

By 1890 it became necessary to enlarge the existing 
facilities of the hospital and this was done through 
the addition of a second story to the original frame 
building. This expansion enabled the accommodation 
of eight or ten patients. The interior of the building 
on the second floor was remodeled to make an operat- 
ing room with a skylight and a bathroom which was 
used both by the patients and the surgeon during his 
scrub up. A portion of the available space was used 
by the physician and his family as living quarters as 
expenses were a prime factor in this early institution. 

This operating room was a model for its time and 
the upmost care was taken to ensure its cleanliness at 
all times. According to Lamps on the Prairie, “Dr. 
Axtell, who had been trained at one of the best 
schools of the day and had interned in a hospital of 
high reputation, was especially careful of his operat- 
ing room. Its painted walls were washed (hand 
scrubbed with a stiff brush, according to Dr. J. L. 
Grove) after each operation and the white muslin 
shielding the skylight was also replaced. He used 
long fish kettles for sterilizing his instruments. He 
had a regular hour for beginning operations—8:30 
in the morning. Fees were regulated according to the 
service performed. For example, when tonsillectomies 
were first performed, he usually charged five dollars 
for the operation, but if only one tonsil came out the 
fee was two dollars fifty cents.” 

The “scrub up” at this time was an important part 
of any surgical procedure for the first use of rubber 
gloves by Dr. Halstead at Johns Hopkins was still a 
few years away. In 1906 Dr. Axtell became one of 
the first doctors in the area to use these gloves against 
much protest and criticism from other members of 
the profession. Dr. Axtell insisted on a routine pro- 
cedure of fifteen minutes scrubbing, using green soap 
and a rough brush. Ten times on each side of each 
finger and ten times for each nail was his required 
regime. An amusing incident occurred in connection 
with this soap and its use. An aggressive drug sales- 
man had succeeded in selling Dr. Axtell a ten-gallon 
keg of his new superior type of soap, the quantity hav- 
ing been stressed to insure a good price. This keg was 
stored in the basement along with the rest of the food 
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supplies and was placed next to the keg of cider 
which was always present and played an important 
part in the cook’s preparation of mince pies. On this 
particular morning, tense quiet prevailed in the 
operating room. A large abdominal tumor was to be 
removed and the patient was relaxed and ready. Dr. 
Axtell was preparing to make the initial incision. 
Suddenly, there was a commotion in the hall, the 
door to the operating room burst open, and in 
jumped Uncle Ray (a general handyman around the 
hospital) in a wildly excited state, frothing at the 
mouth, whiskers covered with foam, exclaiming that 
he had been most vilely poisoned! Between breaths, 
gagging and spitting, he declared that he was dying. 
Investigation into the cause of his condition revealed 
that he had been in the basement and had failed to 
distinguish the keg of liquid soap, which was spigoted 
and racked, from the cider which lay alongside. As 
he had undoubtedly done before, he filled a glass and 
took a couple of hurried gulps, only to find that the 
“good old cider” had changed. 

It may be of interest to note that the operation was 
a success. An ovarian tumor weighing twenty-four 
pounds was removed from the one hundred pound 
patient. This same patient in later years invited the 
doctor to her seventy-fifth birthday celebration. 

In 1899, the hospital again was enlarged, this time 
the addition consisting of a two-story frame wing 
which increased the bed capacity to thirty-five. At this 
time the operating room was remodeled and modern 
gas sterilizing equipment was installed. 

A prominent side of Dr. Axtell was his character- 
istic of looking ahead to what was coming and being 
able to utilize the new inventions, evaluating each as 
they appeared. The following item appeared in an 
1901 edition of the Newton paper and probably refers 
to the first baby incubator used in Newton. 


Raises Babies 


Dr. Axtell has an Ingenious Contrivance at his 
Hospital for Strengthening Underdeveloped Babies. 


Newton is, therefore, a baby factory, that is, a place 
where babies who are born with scarcely strength 
enough to fight the battle of life can be nourished until 
they are strong enough to live and grow without ex- 
ternal help. At the Axtell Hospital is a sight that could 
hardly fail to thrill the most phlegmatic, wrapped in 
cotton and lying on a bed of the same material in a 
small box are two little pieces of humanity. They are 
so tiny that they might easily be taken for dolls as 
they lie there basking in the heat which radiates from 
a coil of pipes under them. These pipes were arranged 
by an expert brought here from a neighboring city for 
the purpose, and are so placed that a uniform temper- 
ature of 96 degrees is constantly maintained. This is 
two degrees less than the temperature of the blood. 
Day after day and night these weaklings, one of which 
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weighs only 3 pounds, and the other 344 pounds, live 
in their torrid prison and are only removed when they 
are to take nourishment. Fresh air is supplied by an 
opening in the bottom of the box. After passing through 
a wet sponge and circulating through the box, the air 
passes out through an opening at the end of the box. 

This apparatus is one which is not found in many 
places in the West, but is used quite extensively in 
the big hospitals in the East. Dr. Axtell has felt the 
need of such an apparatus for some time and now feels 
certain that he will be able to save the life of many a 
little one who might otherwise prove unequal to the 
struggle of existence. 


In 1893, Dr. Axtell’s wife, Lucena, enrolled in the 
College of Physicians and Surgeons of Kansas City, 
taking their two daughters with her. This was the 
culmination of a long plan looking forward to the 
day when she would be able to assist the doctor in 
the hospital at Newton. Accompanying her was 
Frank Abbey, who was a graduate pharmacist and 
had for some years conducted a drugstore under the 
name of Axtell and Abbey, and Anna Perkins, who 
had been one of the early nurses at the Axtell Hos- 
pital. Dr. Axtell was at this time lecturing in ortho- 
pedic surgery at the medical school so his separation 
from his family was not complete. Following their 
graduation in 1897, they returned to Newton and 
entered practice with Dr. Axtell. Dr. Anna Perkins 
stayed with the Axtells in their home for some time 
before moving to the community of El Dorado where 
she served many useful years. 

Considering the number of mortgages recorded and 
released in the Register of Deeds Office, Harvey 
County, prior to 1900 on the Axtell Hospital prop- 
erty, one is convinced that Dr. Axtell was having to 
put in a full day and many nights in the practice of 
his profession to meet the increasing demands for 
hospital service in his community. Now hospitals had 
come to be regarded not as the final waystation on 
the way to death but as lifesaving institutions where 
excellent care was available to those requiring it. So 
it became necessary again in 1902 to add an additional 
wing which increased the capacity to forty patients 
and twelve nurses. In 1911, largely stimulated by a 
similar movement by the Mayo Clinic, the buildings 
were fireproofed. Although this was not a complete 
job, it did mark the first such attempt of any hospital 
to reduce the chances of destruction by fire. In 1913 
a three-story and basement fire-proof structure was 
built, marking the accomplishment of one of the 
doctor’s big goals. The three floors and ceiling be- 
neath the roof structure were reinforced concrete, and 
the wall was constructed to carry an additional two 
stories. An elevator, in a fire-proof shaft, also was 
installed. An X-ray machine of modern type replaced 
the old hand-operated plate machine which had been 
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used for a number of years in Dr. Axtell’s office and 
a laboratory was organized where routine testing 
could be run. The vacated frame hospital was oc- 
cupied by the clinic staff in part, while the rest of the 
structure was utilized for nurses’ residence and the 
training school. 

By 1919, the hospital once again found itself 
limited in size and at this time a west wing was added 
at a cost of $65,000.00. This not only increased the 
number of patient beds but.also provided for a lobby 
and doctors’ offices. Also, the X-ray machine was 
moved out of the basement. 

Dr. Axtell was always convinced of the value of 
autopsies and through the years actively sought to 
perform as many as possible. At one time he ob- 
tained permission from the person who owned the 
land on which Newton’s former “Boot Hill” was 
located, and dug up three bodies from the unmarked 
graves for anatomical study. No record of the findings 
is available other than the fact that they were buried 
without their boots. 

Dr. Axtell had been a classmate of William Mayo 
at Ann Arbor and the friendship established there 
continued through the years. The establishment of 
the Mayo Clinic in Rochester was of great interest to 
Dr. Axtell and the new ideas introduced there were 
quickly brought back to Newton. It was here that he 
was exposed to the concept of the practice of medicine 
in groups and, realizing its potential, he established 
a clinic back at the Axtell Hospital although at the 
time it was not called a clinic. So enthusiastic was Dr. 
Axtell over the Mayo brothers’ setup that he even 
duplicated the leather and wicker chairs for use in the 
lobby of his own hospital. Dr. Axtell made an annual 
trip back to Rochester to visit the clinic and always 
returned home eagerly with new ideas to try out. 

On one of his trips to the Mayo Clinic, he had an 
operation for gallstones. Dr. Will Mayo performed 
a drainage operation and removed numerous small 
stones. The recovery period was long and stormy. Dr. 
Axtell, tiring of his role of patient and anxious to re- 
turn to his practice in Newton, started changing his 
own dressing just before the doctors at the clinic 
would make their rounds. He arrived home still 
draining freely. 

Axtell Hospital was one of the early institutions in 
the state to purchase a supply of radium. It obtained 
slightly more than 100 mgm. which at the time was 
valued at approximately $100.00 a mgm. There oc- 
curred in connection with this radium some interest- 
ing circumstances. The use of this substance some- 
times required its removal from the patient at odd 
hours, and this, coupled with the fact that some of 
the nurses failed to realize the value of the radium, 
accounted for a particular episode when the radium 
was removed with the soiled dressing and taken with 
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other waste to the incinerator, which at that time was 
coal burning. When the needles were missed, the 
services of a physicist from Kansas University, using 
an instrument similar to a geiger counter were re- 
quired to locate the radio-active material in the ashes. 
Two barrels of these ashes were sent to Pittsburgh 
where the radium was recovered and processed. More 
than 90 per cent of the element was recovered and 
this was re-standardized, placed again in the platinum 
needles and returned for use at the hospital. 

Once again showing the foresight which was so 
much a part of his character, Dr. Axtell realized that 
hospital services were fast becoming too complex, ex- 
tensive, and costly to be operated as private institu- 
tions that the private owned hospital, so helpful to 
the earlier days of medicine, would soon be the ex- 
ception. These views were expressed in a paper pre- 
sented to the Kansas Medical Society during its an- 
nual meeting in Wichita in April of 1921. 

“All the hosptials are with difficulty self-supporting 
and a large number are not self-supporting. As the 
poor people naturally drift to the hospitals it be- 
comes a burden for the hospital and hospital doctor 
alike. It is not right that doctors should bear all the 
burden of caring for the indigent sick. It is equally 
the duty of every other man and taxpayer to bear his 
share of the burden. It is up to the doctors and our 
local medical societies to educate the people that the 
only fair division is for the taxpayer to pay at least 
part of the cost of caring for the poor who cannot 
pay their bills.” 

On February 10, 1925, the Axtell Hospital was 
transferred from Dr. J. T. Axtell and Dr. Lucena 
C. Axtell to the Kansas Christian Missionary Society. 
Perhaps one factor influencing his decision to give the 
hospital to this group was the desire for his work in 
life to be perpetuated by a charitable and religious 
organization. This move by Dr. Axtell brought con- 
siderable outcry from various doctors in Harvey 
County, one particularly well known one in Halstead 
claiming that such a move would make the doctor 
lose control of the hospital and its workings. 

The passage of time, however, has proved this 
decision to be a wise one. The Christian Church of 
Kansas has measured up to the responsibility en- 
trusted to it, exemplified by the expenditure of over 
$200,000.00 in 1957 for complete remodeling of the 
operating room facilities, installation of a completely 
modernized obstetrical division, installation of a 
new X-ray machine, addition of laboratory and phys- 
ical therapy departments, and the construction of a 
chapel. Also, an emergency surgery room was located 
adjacent to the additional elevator and modern am- 
bulance entry. 

While the Axtell Hospital naturally played a major 
role in the career of this man, it was by no means the 
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limit of his interests or activities. Since he came from 
a farming family, this type of life always remained 
dear to him and Dr. Axtell always held considerable 
farm property and was especially interested in the 
raising and improvement of livestock. Always a 
fancier of fine horses (even back to the day when he 
first rode into Newton on his white horse), he built 
a large stable of horses including the locally famous 
stallion, Gambiel, and the record holding trotter and 
namesake, Axtell. When trotting horses went out of 
style, he moved into the field of Percherons. In 1905 
he held one of the biggest horse sales in the state of 
Kansas at Wichita. The evening following the sale 
he returned to Newton with approximately $15,- 
000.00 and as the banks were closed, decided that the 
safest place for the money would be under the mat- 
tress of Grandmother Chase’s bed at the hospital. He 
felt that no robber would be rude enough to disturb 
an old woman’s sleep in the middle of the night. 

He was also interested in cattle and went to Wis- 
consin to bring back registered Holsteins and Guern- 
seys, the first in Harvey County. Dr. Axtell had long 
recognized the abortive effects of Bang’s disease and 
insisted that all infected cattle be destroyed. He was 
also concerned with tuberculosis, especially the bovine 
type which was prevalent in the area. On night calls 
his only accepted food was milk-toast. This not only 
provided nourishment, but also served to pasteurize 
the milk. 

Dr. Axtell was always active in medical societies 
and was one of the earliest members of the Harvey 
County Medical Society and one of the first in the 
area to join the Kansas Medical Society. He served in 
1904 and again in 1910 as second vice-president for 
the state society and as its president in 1911. He 
worked as an associate editor for THE JOURNAL OF 
THE KANSAS MEDICAL Society from 1926 to 1934. 

Associated with the work of his own hospital, Dr. 
Axtell was also one of the founders and first presi- 
dent of the Kansas Hospital Association and, for 
many years, served as secretary. He also served for a 
number of years on the Kansas State Board of Health, 
on the Medical Examining Board and during the 
First World War as one of the three men on the 
State Board of Exemptions for the draft. 

Teaching was always dear to the heart of Dr. 
Axtell and he held a position as Professor of Ortho- 
pedic Surgery at the College of Physicians and Sur- 
geons for eight years. He was a fellow of the Amer- 
ican College of Surgeons and during his long career 
published many articles in the various medical journals 
on surgery. His teaching was not limited to the field 
of medicine. Among the real pleasures in his life were 
his duties in holding an adult Bible study class at the 
Congregational Church. He is remembered as a won- 
derful teacher and one who loved to spend many 
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hours quoting and arguing passages from the Bible. 
He used quotations in his everyday life, usually with 
purposefully distorted content, to provide a humerous 
note to certain events. 

Dr. Axtell appeared to take great pride in watching 
something grow and improve through his efforts. This 
is shown in his works with the hospital, the various 
organizations he joined, and in his farming. As part 
of his interest in growth came the City of Newton, 
and he played an important role in the construction 
of many of the business and public buildings. Several 
additions to the city were developed by him and he 
was instrumental in planting the trees and securing 
the land for the city on which Athletic Park now 
stands. Dr. Axtell was an early member of the Com- 
mercial Club and later Chamber of Commerce. He 
served as a director of the Kansas State Bank and 
First National Bank of Newton and was on the City 
Council and Board of Education. 

Today Newton continues to grow and prosper. The 
foundation laid by Dr. Axtell and other city founders 
has proved sound. Newton’s doctor and patient-bed 
ratio to the population is one of the best in the state. 
Influx of industry and population has greatly ex- 
panded the boundaries of the town. The community 
owes much to this breed of man who established not 
only the physical structure of the town, but also set 
the intellectual and spiritual standards, and today 
their spirit is felt in all walks of activity in Newton. 


Editor's Note: References may be obtained by writing THE 
JOURNAL OF THE KANSAS MEDICAL SOCIETY, 315 West 
Fourth Street, Topeka, Kansas. 


Fire! 


One of the most painful deaths is death by burn- 
ing. Last year in Kansas there were 83 deaths due 
to burning, the State Board of Health reports, and 
the ages of the victims ranged from 27 days to 98 
years. One of the deaths was caused by a bolt of 
lightning—the other 82 could have been prevented. 
Smoking in bed took its usual toll of lives, bad elec- 
trical wiring caused fatal fires, kerosene thrown on 
fires to “get them going” took a number of lives, 
wearing baggy clothes around a heater or at the stove 
caused death. . . . The list is almost endless but all 
the causes of death have one thing in common—catre- 
lessness. Don’t play with fire—you’ll get burned. 


“If you treat a man as he is, he will stay as he is, 
but if you treat him as if he were what he ought 
to be, and could be, he will become that bigger and 
better man.’’—Goethe 
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Dr. Kornfield (Moderator): For presentation 
today we have an unusually interesting gynecologic 
case. Will the student please present the case? 

Mr. Hand (Student): This 55-year-old white 
woman was admitted for the second time to the 
KU Medical Center on April 24, 1961, with the 
chief complaint of “tumor of the womb.” Her last 
menstrual period was in 1956. In December, 1960, 
she began having a watery vaginal discharge which 
soon became grossly bloody. This gradually subsided, 
ceasing completely in January, 1961. In the same 
month she had a “heart attack’’ necessitating hos- 
pitalization for seven weeks. She was first seen at 
the KU Medical Center in March of this year where 
a uterine curettage revealed carcinosarcoma of the 
uterus. It was decided that she could be best man- 
aged with radium therapy, later followed by hyster- 
ectomy. She received 5,540 milligram hours of intra- 
cavitary radium therapy and was discharged. She re- 
turned in April for a hysterectomy. Menstrual his- 
tory is essentially normal. She has not had any preg- 
nancies. Orthopnea, dyspnea, and pedal edema have 
been present since January of this year. 

At the time of her latest admission she did not ap- 
pear seriously ill. Her blood pressure was 120/75. 
She had rales, dullness, and decreased breath sounds 
in the bases of both lung fields. The heart was en- 
larged. A prominent apical thrust was present, and 
a harsh crescendo-type grade III pansystolic murmur 
was heard over the entire precordium. There was 
distention of the neck veins and enlargement of the 
liver 10 fingerbreadths below the right costal mar- 
gin. There was a mid-abdominal ventral hernia 6 
cm. in diameter. Two-plus pretibial edema was 


Cancer teaching activities at the University of Kansas 
Medical Center are aided by grants from the National 
Cancer Institute, U. S. Public Health Service, and from 
the Kansas Division of the American Cancer Society. Dr. 
Maramba is a resident-fellow in pathology, supported in 
part by USPHS grant 2G-125. 
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Carcinosarcoma of the Endometrium 


noted bilaterally. The pelvic examination was nega- 
tive except for slight enlargement of the uterus. The 
cardiac lesion was diagnosed as arteriosclerotic heart 
disease with mitral insufficiency. 

Dr. Kornfield: In essence, then, this is a 55-year- 
old woman whose cardiac status is poor and who 
was recently hospitalized for seven weeks, for what 
is assumed to have been a myocardial infarction, 
following a period of vaginal bleeding. She was 
referred to this hospital where uterine curettage dis- 
closed an unusual tumor for which the gynecologic 
surgeons advised hysterectomy, in spite of the his- 
tory of a previous heart attack. Would you discuss 
this interesting tissue, Dr. Mantz? 

Dr. Mantz (Pathologist): I would first like to 
refresh your memory on the embryology of the fe- 
male genital tract. In the embryonic body, there is 
differentiation into an outer layer of ectoderm, an 
intervening layer of mesoderm, and an inner layer 
of endoderm. As the embryo further develops the 
endoderm forms a saccular canal which is the primi- 
tive gut. As this occurs, the mesoderm undergoes a 
splitting, resulting in the formation of a coelomic 
cavity which is lined by what is erroneously termed 
coelomic epithelium. I maintain that this is erroneous 
because that which appears as epithelium is meso- 
dermal in origin and in due time is recognized as 
the mesothelium of the serosal surface. At a later 
time, when the mesentery of the gut is being formed, 
there is an irregular proliferation of cells forming 
two bilobate hillocks on either side of the midline. 
Part of each of these represents the anlage of the 
kidney, and another part the genital ridge, from 
which the genital apparatus is to be derived. This 
genital ridge is multi-potential. Into it migrate the 
germinal cells which become spermatogonia in the 
male and ova in the female. The tissue of the geni- 
tal ridge itself constitutes the blastema from which 
the greater bulk of the genital system is derived. 
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Now let us consider the fate of this tissue in the 
female. First of all, we know that it has the potential 
of forming epithelium, i.e., the epithelium which 
lines the salpinges, the endometrial cavity, the endo- 
cervical canal, and the external portion of the cervix. 
Stromal elements are also derived from this tissue, 
smooth muscle being the chief one, but also the 
stroma which supports the epithelium of the cervix, 
endometrium, and tube. But this tissue, being of 
mesodermal origin, has even broader potentials. 
Under abnormal, neoplastic circumstances, it can 
form fatty tissue, muscle, cartilage, bone, endo- 
thelium, and components of the reticuloendothelial 
system. So here we have a powerful and multi- 
potential structure; if we never forget this we can 
appreciate the potential of tumors that can be de- 
rived from this structure. 

The surgical tissue submitted consisted of uterine 
curettings. The surgeons encountered a moderate de- 
gtee of stenosis at the upper portion of the cervix 
and when this was released, there poured out of the 
uterus a considerable amount of tissue. The tumor, 
although not very well differentiated, has all the 
characteristics of an endometrial carcinoma (Figure 
1). It is composed of large epithelial cells which in 
areas form glandular structures and other areas, sheets 
of cells which, not infrequently, are arranged in 
lobular clusters. It is a tumor which one has to be 
alarmed about because it appears to’ be rapidly grow- 
ing and poorly differentiated, indicating a poor prog- 
nosis. In some areas there is a variation, in that 


Figure 1. Tumor of endometrium, adenocarcinom- 
atous pattern (X135). 
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the tumor cells are large and appear almost retic- 
uloendothelial in type (Figure 2). They have lost 
their epithelial appearance and begin to show the 
spindle shape of a mesodermal type of growth. This 
variation is more marked in some areas where the 
cells tend to stream out, almost forming bundles and 
showing a histologic appearance highly suggestive 
of an embryonal or undifferentiated type of: sar- 
coma. On higher power, we see another character- 
istic of a sarcoma, i.e., the capacity of the tumor 
cells to approach very closely the blood vessel walls. 
The neoplastic cells almost form the wall of the 
blood vessels, being separated from the lumen often- 
times by a single layer of endothelium which cannot 
always be observed in a given field. In other words, 
we afe presented with an embryonal sarcoma de- 
veloping in an endometrial carcinoma. Given a 
lesion which is composed of a sarcoma and a 
carcinoma, we are faced with the problem of giving 
it a name. Should we consider this as two distinct 
tumors which are in collision one with the other, or 
should we consider this tumor as behaving as the 
Miillerian tissue has the potential of doing, i.e., 
differentiating along multiple lines? The latter view- 
point is preferred and is more in keeping with the 
embryology of the female genital tract. Therefore 
this lesion is classified as a carcinosarcoma. 

In this same category of lesions are the so-called 
“botryoid tumors.” These tend to occur at the two 
extremes of life. In the female, in the very young, 
they are observed in the cervix and vagina, occurring 


» 


Figure 2. Tumor of endometrium, undifferentiated 
sarcomatous pattern (135). 
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as great masses of grape-like tissue. In the elderly 
group of individuals 50 years or above, the botryoid 
tumor tends to originate higher up, i.e., in the endo- 
metrium, and the masses tend to be larger and less 
gtape-like but nonetheless are basically the same 
tumor. It would not be surprising if we would be 
able to demonstrate in this tumor striated muscle, 
cartilage, bone, or other tissues derived from meso- 
derm. 

Dr. Kornfield: Dr. Rockwell, could you tell us 
the clinical aspects of this unusual tumor? 

Dr. Rockwell: Dr. Robert Meyer? divides car- 
cinosarcoma into three types. (1) ‘‘Collision tumors”’: 
there are two distinct primary malignant neoplasms, 
ie., a carcinoma and a sarcoma, usually with a 
sharp junction between the two tumors. In the 
present case, however, there is a merging and blend- 
ing of the two components of the lesion. (2) ““Com- 
position tumors”: the tumor starts out as an endo- 
metrial carcinoma and the stromal elements sub- 
sequently become sarcomatous. (3) “Combination 
tumors”: these are considered as teratomas in which 
both the epithelium and connective tissue elements 
become malignant. From what Dr. Mantz has told 
us, this present tumor belongs to the second group. 

Clinically, a woman with carcinosarcoma of the 
endometrium will not present any differently from 
a typical case of endometrial adenocarcinoma. The 
two tumors occur in the same age group and their 
presenting symptoms are pretty much the same, the 
outstanding one being post-menopausal bleeding. 
There is one significant difference, however, and this 
is the history, sometimes questionable, of having 
received irradiation in the past. In one series of 
fourteen patients with carcinosarcoma, four had tre- 
ceived irradiation; and in another reported series 
of four cases, three had been irradiated. There al- 
ways arises the question whether the patient treated 
with irradiation for supposedly functional bleeding, 
had already at that time the malignant lesion. This 
apparently is not so, because the average time inter- 
val between irradiation and the diagnosis of the 
tumor is about ten years, which is a long time for 
such a cancer to smolder without manifesting itself. 
The treatment of this tumor is surgery because the 
presence of sarcomatous elements makes this neo- 
plasm radioresistant. It is interesting that the 
metastases of this malignant lesion are oftentimes 
pure carcinoma or pure sarcoma. Not infrequently, 
the postirradiation patient has a biopsy which con- 
sists only of sarcoma, suggesting that the carcinom- 
atous elements have been obliterated by the ir- 
radiation. This tumor has a worse prognosis than 
pure endometrial carcinoma. As late as 1951, there 
were no reported five-year survivals. But in 1955, 
at least 7 patients were reported to have survived for 
5 years. This is the reason why, although this woman 
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had a myocardial infarct, we believed it imperative 
to submit her to surgery. 

Dr. Kornfield: Dr. Rockwell, why did this pa- 
tient’s bleeding subside spontaneously without any 
treatment at about the time that she had a “heart 
attack” ? 

Dr. Rockwell: It is conceivable that the cervix 
was sealed off, probably by tumor growing into the 
endocervical canal. At the time of the curettage there 
was a pinpoint cervical opening and a watery dis- 
charge was issuing from the cervix. 

Dr. Kornfield: If the prognosis is so grim, why 
do you recommend her to undergo surgery? 

Dr. Rockwell: Although there have been very 
few “five-year cures’ and even rarer “seven-year 
cures,” the few cases which have survived had sur- 
gety, more often combined with irradiation. Car- 
cinosarcoma metastasizes early and the metastases are 
blood borne for the most part, accounting for the 
poor prognosis. 

Dr. Kornfield: Dr. Tice, what is the effect of 
x-ray treatment on this tumor? Would you tell us 
the purpose of the radium which was given to this 
woman initially before operation? 

Dr. Tice: On the whole, carcinosarcoma of the 
uterus is not radiosensitive. The treatment of choice 
is a combination of surgery and irradiation. In so far 
as the adenocarcinomatous portion of this lesion is 
concerned, there have been many cases of adeno- 
carcinoma of the uterus which have been controlled 
or even considered cured after irradiation. In a case 
of carcinosarcoma, one can irradiate the tumor to 
obliterate the epithelial component and any carcinom- 
atous lymphatic metastases, and get the tumor un- 
der better control before surgery. 

Dr. Kornfield: Dr. Hobson, since this patient was 
under your care, would you tell us about this pa- 
tient’s course in the hospital and her definitive treat- 
ment ? 

Dr. Hobson: When this patient was referred to 
us, she was in severe congestive heart failure. Since 
she was in no condition for surgery, radium therapy 
was instituted as a stop-gap measure. We hoped that 
a hysterectomy could be done at a later time. If not, 
radium therapy could have at least slowed the 
progress of a rapidly growing tumor. If she had 
been at least a fair surgical risk, she would have had 
a hysterectomy at that time without pre-operative ir- 
radiation. In the usual case of adenocarcinoma of 
the endometrium, we wait for six weeks after ir- 
radiation, but we decided to operate on this woman 
after three weeks, because we felt that a shorter time 
between irradiation and surgery may offer her a bet- 
ter prognosis. When she was admitted this last time, 
her liver edge was ten fingerbreadths below the right 
costal margin and two-plus dependent edema was 

(Continued on page 452) 
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THESIS 


Hyperparathyroidism and Peptic Ulcer 


JAMES R. WEBB, M.D., Kansas City 


HyYPERPARATHYROIDISM is a disease of protean man- 
ifestations. Its complex, diverse, and fluctuating symp- 
tomatology is a result of impaired and altered phys- 
iology of other organs created by the associated 
chemical imbalance. Some of these secondary effects 
become so pronounced that they overshadow the true 
nature of the disease, causing a critical condition 
which in itself would appear to be the primary prob- 
lem. 

Gastrointestinal symptoms in primary hyperpara- 
thyroidism were first emphasized in 1934 by Gutman, 
Swenson and Parsons. In their review of 119 cases of 
hyperparathyroidism they noted skeletal and renal 
symptoms to be the most common initial and late 
findings in the disease. However, anorexia, nausea, 
vomiting and epigastric pain were major initial symp- 
toms in 13 per cent of the cases and major late symp- 
toms in 26 per cent. These authors noted that gastro- 
intestinal symptoms may dominate the clinical picture 
to the extent of suggesting duodenal ulcer or acute 
appendicitis. 

In 1946 Rogers reported 3 cases of hyperparathy- 
roidism associated with duodenal ulcer. Two of the 
patients exhibited primary hyperplasia of the glands 
while the other exhibited a single adenoma. 

The incidence of peptic ulceration and hyperpara- 
thyroidism reported in the literature varies consider- 
ably. St. Goar reported in two separate series an in- 
cidence ranging from 8.8 per cent at Presbyterian 
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judged to be best by the faculty at the school. Dr. James R. 
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Hospital in New York to 9.1 per cent at Massachusetts 
General Hospital, Boston. Howard, et al. state that in 
15 per cent of the Johns Hopkins’ cases of hyper- 
parathyroidism there was co-existent peptic ulceration. 
In considering the larger series reported there is an 
average of about 10 per cent of the hyperparathyroid 
patients with proven ulcer. 

The following table, taken from Moses, shows the 
incidence and sex distribution of the patients with 
peptic ulcer and hyperparathyroidism in three of the 
larger series reported. There is a total of 269 patients 
in this combined series. 


PRIMARY HYPERPARATHYROIDISM 
ASSOCIATED WITH PROVEN 


PEPTIC ULCER 
Male Female 


TOTAL ASSOCIATED TOTAL ASSOCIATED 


CASES WITH ULCER CASES WITH ULCER SOURCE 
39 8 98 4 St. Goar 
17 5 33 2 Hellstrom 
16 3 29 1 St. Goar 
11 2 26 2 Moses 
83 18 (22%) 186 9 (5%) 


As noted on the accompanying chart, females with 
primary hyperparathyroidism outnumber males in the 
ratio 2.2 to 1. Nevertheless, hyperparathyroidism in 
the male is complicated by peptic ulcer four times as 
frequently as in the female. In Hellstrom’s series the 
incidence of peptic ulcer was 28.6 per cent in males, 
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as compared to only 4.6 per cent in females. These 
figures emphasize the high relative incidence of peptic 
ulcer in males with hyperparathyroidism. The actual 
per cent incidence in males and females is undoubt- 
edly even greater since x-ray confirmation cannot al- 
ways be obtained in patients with clinically evi- 
dent peptic ulcer. St. Goar reported that 16 of 
his series of 45 hyperparathyroid patients had clinically 
significant gastrointestinal symptoms. In 9 of these 
patients the dominant symptoms were referable to the 
gastrointestinal tract. Of these, 4 had demonstrable 
peptic ulcers, 2 other patients without demonstrable 
ulcer had epigastric pain and one had upper quadrant 
postprandial distress. 

Several theories have been advanced to account for 
the relationship between hyperparathyroidism and 
gastrointestinal symptoms, particularly peptic ulcera- 
tion: 

(A) The parathormone theory: When parathor- 
mone is injected in large doses into dogs, subsequent 
edema, necrosis and calcifications of the glands of the 
gastric fundus are noted. Simultaneously there is a 
sharp rise in serum pepsinogen levels. The authors 
postulate the following sequence of events: 1) in- 
jection parathyroid extract, 2) breakdown of bone, 
3) hypercalcemia, 4) precipitation of calcium salts 
in the gastric mucosa, 5) necrosis of the depths of the 
fundic glands, and 6) liberation of the pepsinogen 
of the chief cells picked up by the capillaries and 
probably excreted in the urine as uropepsin. Engels 
injected rats with parathormone and noted a subse- 
quent rise in serum mucoprotein levels. This may 
have resulted from a breakdown of the gastrointes- 
tinal mucosa as well as the ground substance of bone 
and cartilage. 

(B) The genetic or constitutional theory: St. Goar 
states that since there is no clear-cut cause and effect 
relationship between hyperparathyroidism and peptic 
ulcer, it is possible that both diseases are manifesta- 
tions of some more basic abnormality. He refers to 
2 reports of familial adenomatosis and peptic ulcer, 
which were thought to be caused by a dominant auto- 
somal gene with a high degree of penetrance. Perhaps 
some day the geneticist will help to clarify a subtle 
inherited abnormality which leads to adenoma forma- 
tion in some people, to peptic ulcer formation in 
others, and, in a few people, to the development of 
both entities. 

(C) The hypercalcemic theory: It is generally ac- 
cepted that the hypercalcemia per se of primary hy- 
perparathyroidism may cause nausea, vomiting, ano- 
rexia and constipation. These symptoms are a result 
of the decreased neuromuscular excitability and tone 
of the upper and lower gastrointestinal tract. These 
gastrointestinal symptoms may be present when hy- 
percalcemia occurs in diseases other than hyperpara- 
thyroidism. Hypercalcemia has been implicated as a 


possible cause of peptic ulcer in hyperparathyroidism 
since the sluggishness of the gastrointestinal tract in 
hypercalcemia may prevent healing of what would 
otherwise be subclinical, spontaneously healing ulcers. 

Increased secretion of stomach acid cannot be used 
to explain the development of ulcers in hyperpara- 
thyroidism. Ostrow et al. report that in seven patients of 
his series and 11 more reported in the literature the 
concentrations of gastric acid were within or below 
the normal range in all but four cases, although nine 
had proven peptic ulcer disease. Two of the four 
patients with increased gastric secretion had multiple 
endocrine adenomas, characteristically associated with 
gastric hyperacidity. In three of four patients in whom 
gastric secretion was studied pre- and post-operatively, 
removal of a parathyroid adenoma did not decrease 
gastric acidity. Donegan and Spiro found no signifi- 
cant change in the output of gastric acid after adminis- 
tration of parathyroid hormone or calcium gluconate 
to eight normal human subjects, or after excision of 
parathyroid adenomas in five patients with hyperpara- 
thyroidism. 

None of the above theories can adequately explain 
the mechanism of development of peptic ulcer in 
hyperparathyroidism. It remains for future experi- 
ments to elucidate the exact relationship of hyperpara- 
thyroid disease and peptic ulcer. 

One of the first questions that must be investigated 
in a discussion of the relation between hyperpara- 
thyroidism and peptic ulcer is whether the concurrent 
incidence of these two diseases is actually higher than 
the corresponding incidence of peptic ulcer in the 
general population. Although many investigations 
have been made on the incidence of peptic ulcer, the 
resulting figures have been variable. The figures vary 
depending on the subject material used. Some au- 
topsy figures ran as high as 18 per cent of the popula- 
tion demonstrate peptic ulcer or scars that are assumed 
to have resulted from them. 

Welsh and Wolf report that in a study of the in- 
cidence of peptic ulcer disease in the town of Dram- 
men, Norway the overall ulcer rate was 2.08 per cent 
of the total population and 2.45 per cent for the 
population over 15 years old. This study was unique 
because during the second World War patients who 
had peptic ulcers had to turn in a card for special 
rations and had to have roentgenographic verification 
of their disease. 

In 1951 Doll and Avery Jones took a survey of a 
number of representative groups in the London area. 
Their method was to interview every individual work- 
er employed by a number of firms in the London area. 
Altogether over 6,000 workers were included. On 
the basis of symptoms and collateral evidence such 
as previous hospital investigation those workers who 
gave a history of indigestion were classified as major 
and minor dyspepsia. Altogether 334 workers were 
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found to present definite or strongly presumptive 
evidence of peptic ulcer. Their results gave an in- 
cidence of peptic ulcer for men age 15-64 of 5.8 per 
cent and for women 1.9 per cent. The peak age in- 
cidence was 10 per cent in men aged 45-54 and in 
women 6 per cent at age 55. 

In a series of coroner's autopsies which covered 
3,223 cases Teare and Avery Jones recorded the 
presence of peptic ulcer and scars of the stomach and 
duodenum. These were mainly patients who had died 
suddenly either from violence or natural causes. It 
was thought that such cases of sudden death would 
give a true picture of the incidence of peptic ulcer in 
the general population, and the picture would not be 
complicated in some groups by the presence of a pre- 
ceding illness which might cause or exacerbate the 
ulcer. The following table shows the incidence of 
ulcer and scar in this series. Of these people, 4.2 per 
cent had active peptic ulcer at the time of death, 
10.2 per cent had scars presumably due to peptic 
ulceration. 


PEPTIC ULCERS AND SCARS AT AUTOPSY 
Sex Age Group Number Ulcer or Scar Per Cent 


Male Lessthan45 238 17 Bi 
45-65 636 116 16.6 
65 plus 979 175 17 

Female Less than 45 150 6 4 
45-65 324 33 10 
65 plus 896 119 13 
Total 3223 466 14.4 


The above mentioned studies demonstrate the 
difficulty in arriving at an accurate figure for the in- 
cidence of peptic ulcer. The incidence varies from 
place to place and from time to time. The case re- 
ports of hyperparathyroidism and peptic ulcer have 
been collected from many different parts of the world 
and all of them cover a considerable length of time. 

A study of the behavior of the ulcer disease during 
the course of hyperparathyrodism is interesting. Hell- 
strom reported the ulcer may behave in three different 
ways. First, it may heal spontaneously or after gastric 
resection, with persisting hyperparathyroidism. In 
this case, the presence of the two diseases should be 
regarded as a coincidence. Second, the ulcer persists 
possibly with temporary or permanent remission— 
as long as hyperparathyroidism is present, but heals 
if it is arrested by parathyroidectomy. In this case, 
hyperparathyroidism has unquestionably influenced 
the ulcer disease, at any rate by preventing healing of 
an ulcer. Third, the ulcer persists even if hyperpara- 
thyroidism has been arrested by parathyroidectomy. In 
this case, it is difficult to believe that hyperparathy- 
roidism is the essential cause of the ulcer disease, but 


some other factors exist which influence it. In Hell- 
strom’s series of 14 patients, he felt there was sig- 
nificant change in the ulcer disease after parathy- 
roidectomy in 7, or 50 per cent. 

In many respects the clinical features of peptic 
ulcer in hyperparathyroidism are not unusual. As in 
the general population, peptic ulcer is approximately 
2-3 times as frequent in males and duodenal ulcer out- 
numbers gastric ulcer about 4:1. In Hellstrom’s report 
he stated the site of the primary ulcer was as follows: 
duodenum 22 cases, stomach 7 cases, duodenum plus 
stomach 1 case, duodenum and jejunum 1 case, un- 
certain 3 cases. The following is a case report of a 
patient taken from the records of this hospital: 

This 46-year-old colored female was first admitted 
to this hospital in June 1957, with a history of epi- 
gastric distress and severe episodes of melena for ap- 
proximately one year, and more recently the patient 
had had coffee-ground vomitus. On admission the 
hemoglobin was 8.4 grams and blood pressure 70/50. 
She was taken to surgery and a subtotal gastrectomy 
was performed. At operation the distal two-thirds of 
the pancreas was found to be firm with scattered ir- 
regularities which was thought to be calcium. Exami- 
nation of the pathologic specimen showed a chronic 
duodenal ulcer. 

Laboratory findings on this admission included 
serum calcium 7.2 mEq/liter, phosphorus 1.3 
mEq/liter. Abdominal x-rays indicated pancreatic 
calcinosis. On later admissions the serum calcium 
ranged from 4.2 to 7.8 mEq/L., phosphorus was 1.0 
mEq/L., and a diagnosis of hyperthyroidism was 
made. A parathyroid adenoma of the left inferior 
gland was removed in May, 1959. After the opera- 
tion the serum calcium returned to 5.1 mEq/L., the 
phosphorus remained low at 1.6 mEq/L., and total 
proteins were 4.82 grams, per cent. 

On her last hospital admission in September 1959 
the patient complained of shortness of breath, edema 
and persistent diarrhea. Results of laboratory studies 
were as follows: calcium 5.5 mEq/L., phosphorus 
1.2 mEq/L., total proteins 4.83 grams per cent. Dur- 
ing the hospitalization the patient continued to lose 
weight, her caloric absorption was extremely poor 
and she had loose stools. Despite supportive treat- 
ment, the patient expired. 

Autopsy findings were a 2 x 1 x .5 cm. parathyroid 
adenoma of the right inferior gland, calcinosis of the 
pancreas and nephrocalcinosis. 

This patient had laboratory evidence of hyperpara- 
thyroidism at the time of her gastrectomy in 1957. 
The surgery apparently healed the ulcer disease, since 
on numerous later admissions she had no symptoms 
or evidence of recurrence. The hyperparathyroidism 
was not treated until one year later, and the second 
adenoma was present until death two and one-half 
years after surgery. At autopsy there was no evidence 
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of recurrence of peptic ulcer. It would appear the 
hyperparathyroidism was not related to peptic ulcer 
disease in this case. 

The pathologic findings at operation or autopsy in 
hyperparathyroid patients was reviewed by Ostrow 
et al. They considered a composite series of 343 cases 
of hyperparathyroidism, 39 of which demonstrated 
peptic ulcer. Their results are listed in the accom- 
panying table. 


PARATHYROID PATHOLOGY 


ER SER SER ER 
S8s S85 Rs 
Entire Series 


Ulcer Patients 
39 Cases 79.5 10.3 > Te 2.6 2.6 


According to these figures, there appears to be no 
statistically significant difference in the type of pa- 
thology found in the hyperparathyroid patients with, 
and those without ulcer. 

In summary, approximately 10 per cent of the pa- 
tients with hyperparathyroidism will also have peptic 
ulcer disease. The incidence in males has been re- 
ported as approximately 20 per cent; in females ap- 
proximately 5 per cent. Although hyperparathyroidism 
occurs in females 2:1 over males, peptic ulcer associ- 
ated with hyperparathyroidism occurs 4:1 in males 
over females. The figures for the incidence of peptic 
ulcer in the general population are variable but the 
true incidence appears to be between 6 and 14 per 
cent. 

The ulcer associated with hyperparathyroidism may 
act in any one of three ways: 1) it may heal spontane- 
ously or after surgery while hyperparathyroidism per- 
sists, 2) it may not heal if the hyperparathyroidism is 
corrected, and 3) it may heal immediately on correc- 
tion of the hyperparathyroidism. According to data 
presented, about 50 per cent of the patients with 
peptic ulcer experience some relief after correction of 
the parathyroid disease. 

No cause and effect relationship between the two 
diseases has been established at this time. The most 
widely accepted theory appears to be decreased gas- 
trointestinal motility impairs healing of an otherwise 
insignificant lesion of the gastrointestinal tract, re- 
sulting in peptic ulcer formation. 


Conclusions 
1. There is a slightly higher incidence of peptic 


ulcer in patients with hyperparathyroidism than in 
the general population, particularly in males. 

2. No definite cause and effect relationship be- 
tween the two diseases has been established at this 
time. 

3. About 50 per cent of the patients with peptic 
ulcer and hyperparathyroidism experience healing of 
the ulcer on correction of the parathyroid disease; the 
ulcer in the other 50 per cent does not appear to be 
related to hyperparathyroidism. 


Editor's Note: References may be obtained by writing the 
JOURNAL OF THE KANSAS MEDICAL SOCIETY, 315 West 4th 
Street, Topeka, Kansas. 


Tumor Conference 
(Continued from page 448) 


present, indicating that she was still in congestive 
heart failure. The first 10 days of her hospital stay 
were devoted to improving her cardiac status. 

Dr. Robinson: Are you convinced that the liver 
is not full of tumor? 

Dr. Hobson: A liver needle biopsy was done and 
it showed chronic passive congestion only. I think 
that the enlargement of the liver is due to congestive 
heart failure rather than tumor metastases. Pelvic 
examination showed normal external genitalia and 
a clean cervix. The uterus was slightly smaller than 
it had been before irradiation but was still enlarged. 
The fundus was retroverted and the adnexa were 
slightly indurated at the left but no masses were felt. 
Could we see her x-ray films? 

Dr. Tice: The chest film shows an enlarged heart, 
and signs of decompensation greater than in her 
previous film, in both lung fields. There are calcific 
spots in the hilar region. There is no evidence of 
pulmonary metastases at this time. Films of the 
pelvis, hips, and spine also fail to show any sign of 
bone metastases. 

Dr. Hobson: After she lost seven pounds on a 
cardiac regimen, she was given two units of packed 
red cells. On May 8, 1961, a total abdominal hyster- 
ectomy, bilateral salpingo-oophorectomy, and repair 
of the ventral incisional hernia were performed. The 
pathologic report at this time showed irradiation re- 
action of the uterus and adnexa and an anaplastic 
malignant neoplasm of the endometrium with super- 
ficial invasion. The patient tolerated the procedure 
very well and was discharged on the ninth post- 
operative day. 
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In Memoriam 


Harold M. Glover accepted life with a 


serenity not often found in men. His quiet, 
imperturbable faith was an inspiration to all 
who knew him. There was a spirit of dedication 
about him for the goal of living resembling that 
indescribable touch of genius sometimes seen in 
an artist toward his music. 

This was especially apparent in Dr. Glovet’s 
attitude toward the practice of medicine. He 
accepted the presidency of this Society, in 


failing health, with an obsession for 


accomplishment. Even during the past two 
months his reverence toward medicine, the art, 
was constant. 

On September 5, 1961, this life was ended. 


The president is dead. 
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SupreLy or Docrors 


Kansas maintains a relatively good showing with 
reference to its supply of doctors and the medical 
education situation, according to Dr. C. Arden Miller, 
dean of the University of Kansas Medical School and 
director of the K.U. Medical Center. 

Dr. Miller has made public some figures following 
word of a national trend of diminishing applications 
for admission to the country’s 78 medical schools. 

The dean’s report shows that the university medical 
school is not experiencing a decline in the number 
or quality of applicants. It shows that the proportion 
of Kansas graduates in the state is increasing. 

Miller also says that there has been an increase in 
the number of doctors practicing in Kansas in the 
last five years. The increase is said to be especially 
notable in the number of family practitioners in 
small communities. 

The report is based on his school’s records, those 
of the state board of health, the World Almanac, 
the Bane report of the surgeon general’s office and re- 
ports by the Association of American Medical Col- 
leges. That constitutes a convincing amount of sup- 
port. 

It is fortunate that Kansas is doing so well, but 
residents of this state still will be concerned over the 
national trend. A general shortage of physicians is 
bound to effect the whole nation including those areas 
which are holding their own.—Dodge City Daily 
Globe, August 30, 1961. 


SocIALIZED MEDICINE 


The impact of socialized medicine was well 
brought home to Ellis County through a story in yes- 
terday’s News to the effect it will be necessary to 
enlarge the social welfare quarters and the staff if the 


The Kansas Press 
Looks at Medicine 


Editor’s Note. In this section the JournaL repro- 
duces editorials relating to medicine which have ap- 
peared in the lay press. An effort is made to include 
both favorable and unfavorable comments, and the 
Editorial Board in no instance assumes responsibility 
for the opinions expressed. 


proposal to whack social security payers to finance 
medical care for the aged becomes law. 

As the local executive director pointed out: ‘Every- 
one over 65 will be eligible and probably most will 
request 

In the county, according to his figures, there were 
1,388 persons 65 or over last year and 442 between 
60 and 65. This indicates there will be some 1,800 
persons eligible for medical care, the cost to be de- 
ducted from workers’ checks, by 1965. 

Ellis County is not a densely populated unit. Pro- 
jected on a nationwide basis the cost of administering, 
leave alone the actual expenses of care for the needy 
and not so needy, is so staggering as to defy the 
imagination. 

And this brings up aspects of socialized medicine 
for scrutiny. The advocates of this proposed extension 
to the “pie-in-the-sky’” concept of socializing the 
American economy refuse to refer to their scheme 
by its proper name of socialized medicine. Instead 
they use the term ‘compulsory health insurance.” 

Life Lines, which comes to our desk each week, 
makes an interesting observation on this: 

“What they propose is compulsory, all right. Ev- 
erybody would pay, regardless of whether he ever 
needed any of the medical or other health services 
offered. And he would pay largely on the basis of 
his earnings. It is compulsory, but it is not health 
insurance. Obviously, health cannot be insured. 
There is not a doctor in the world—nor politician 
either—who can “insure” that your health will al- 
ways be good. 

“Furthermore, the plan is not insurance. The 
principle of true insurance is to spread a specific risk 
over a great enough number of people so that the 
small premium each pays would cover the compara- 
tively rare instances where a risk is incurred. A plan 

(Continued on page 459) 
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The second annual enrollment of federal workers 
under the Federal Employee Health Benefits Legisla- 
tion is taking place this month. There have been 
several changes in the Blue Shield benefits under this 
special program for Federal Employees, along with 
a number of new benefits in both the high level and 
low level programs which will be of special interest 
to Kansas physicians. 

In the first enrollment of Federal Employees under 
the new government program last year, Blue Cross- 
Blue Shield led all other organizations, with more 
than 55 per cent of the estimated 1,695,000 Federal 
workers who selected health benefits coverage. Results 
of the second annual enrollment being held this 
month will not be available for several weeks. 

The new benefits in the Blue Shield program for 
Federal Employees include: 


@ Emergency first aid within 72 hours of an acci- 
dental injury (if other basic benefits are not pay- 
able. ) 


@ Certain diagnostic examinations that are not cov- 
ered by basic benefits will be eligible for payment 
under the “supplemental” portion of the program. 
The following tests will be covered in the physi- 
cian’s office: 


—X-ray examinations 
—Laboratory examinations 
—Basal metabolism examinations 
—Electrocardiograms 
—Electroencephalograms 
—Radioisotope examinations 


It is pointed out that payment for the above tests 
will be made on the following basis: 


Blue Shield Benefits 


HIGH OPTION 80% of the charge that exceeds 
OR the first $20.00 in a Benefit Period. 

LOW OPTION 75% of the charge that exceeds 
the first $25.00 in a Benefit Period. 


The $20.00 or $25.00, whichever the case may be 
depending whether the member has the HIGH or 
LOW option program, will be applied to the regular 
Supplemental Benefits deductible. If the member has 
already satisfied the regular deductible, the first 
$20.00 or $25.00 will be eligible for the 80% or 
75% payment. 


Only Blue Shield Benefits 
Are Discussed Here 


Because Blue Shield benefits are the ones with 
which the physicians are the most concerned, the 
changes in that side of the program are the only ones 
being discussed here. 

Other improvements in the Supplemental Blue 
Shield Benefits part of the program include: 


@ The maximum Supplemental Benefit is now $30,- 
000 under the High Option rather than $20,000 
(and $10,000 under Low Option rather than 
$5,000). 


@ The Supplemental Benefit Period will now run 
for 12 consecutive months (previously the bene- 
fit period ended if the member had no expense 
during any 90 day period). 


@ The deductible under Low Option has been de- 
creased to $150.00 (it was $200.00). The High 
Option deductible is still $100.00 per Benefit 
Period. 
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@ The $500.00 limitation on special nursing under 
the Low Option has been removed. 


@ The services of a Licensed Practical Nurse outside 
a hospital may be covered by Supplemental Bene- 
fits on an individual consideration basis in unusual 
circumstances. 


There are several other minor changes that have 
not been described here for special reasons. However, 
a full description of the Federal programs is available 
for physicians by writing Blue Cross-Blue Shield in 


Topeka. 
Same Benefits—Same Cost 


No benefits have been reduced this year and the 
dues for this program will remain exactly the same 
through October, 1962. 

An outline of the basic covered physicians’ serv- 
ices under this Blue Cross-Blue Shield Federal Pro- 
gram follows: 


SURGICAL CARE, consisting of: 


Surgery—Operative or cutting procedures for the 
treatment of diseases or injuries, or for the 
treatment of fractures and dislocations. 

Oral Surgery—Limited to surgical procedures re- 
lated to the jaws and structures contiguous to 
the jaws but excluding procedures involving the 
teeth (whether impacted or not) or the struc- 
tures directly supporting the teeth. 

Endoscopic and diagnostic procedures—Such as 
cystoscopy, bronchoscopy, angiocardiography, 
and myelography. 


ANESTHESIA SERVICE—When performed by a 
physician, other than the operating physician or 
his assistant, for surgical care or other covered 
service. 


RADIATION THERAPY—Treatment by use of x- 
ray, radium, and radioisotopes. 


IN-HOSPITAL MEDICAL CARE—Physicians’ visits 
to a hospitalized bed patient for treatment of 
a condition other than that for which surgical 
care or obstetical care is required, as follows: 


If a member has the HIGH OPTION PROGRAM: 
Up to 120 days each hospital admission. 

If a member has the LOW OPTION PROGRAM: 
Up to 30 days each hospital admission. 


With these exceptions: 


Benefits for treatment of pulmonary tuberculosis 
and of mental or nervous disorders may not exceed 
30 days (High Option) or 10 days (Low Option) 
during any 12 consecutive months. 
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Maternity—Services of the attending physician and 
administration of anesthesia by a physician other 
than the attending physician or his assistant. 

X-ray examinations (with film)—For a hospital- 
ized bed patient; or when performed in the out- 
patient department of a hospital or in a physi- 
cian’s office for and within 72 hours after ac- 
cidental injury. 


Other diagnostic x-ray benefits are payable under 
Supplemental Benefits.* 


Emergency first-aid treatment of accidental injury— 
When provided within 72 hours after an acci- 
dental injury and for which no other Basic Sur- 
gical-Medical Benefit is payable. 

Physiatry (physical therapy)—-When furnished to 
a hospitalized bed patient by a physician, other 
than the attending physician, while the patient 
is eligible for in-hospital medical care benefits. 

Laboratory and pathological examinations—For a 
hospitalized bed patient. 

Removal of casts and of sutures for lacerations— 
Removal of these is covered by the benefit paid 
to the physician who applied them. However, 
when unusual circumstances require removal by 
a physician other than the one who applied them, 
Blue Shield may determine that a separate al- 
lowance will be payable. 


Watch for next month’s issue of the JOURNAL in 
which we will describe the Blue Shield Supplemental 
Benefits in detail. 

In filing for the basic benefits under the Federal 
Benefits, physicians may use the regular Blue Shield 
claims form. 


The Eustachian tubes run from the back of your 
throat to your middle ear. They serve to equalize 
pressure on both sides of the eardrum. By swallow- 
ing, coughing, sneezing, or chewing, you draw air 
up the tube. It’s as thick as a broom straw. 


The speaker beginning his talk at a club meeting 
said: “My job, as I understand it, is to talk to you, 
and your job is to listen. If you finish before I do, 
just hold up your hand.” 


If at first you don’t succeed—you’re running av- 
erage. 


* We expect to explain these Supplemental Benefits in 
detail in the November issue of the JOURNAL OF THE KAN- 
SAS MEDICAL SociETyY. Physicians who need this information 
sooner, write Blue Cross-Blue Shield in Topeka. 
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REVIEWS 


ARTHUR E. HERTZLER: The Kansas Horse 
and Buggy Doctor by Edward H. Hashinger. 37 
pp-, $2.00, University of Kansas Press, Lawrence, 
1961. 

This little book, coming as it does during Kansas’ 
100th birthday, portrays one of the state’s notable 
physicians. Dr. Hertzler was undoubtedly a remark- 
able man. Every physician in the state knows of the 
horse-and-buggy doctor. In a recent book, THE 
KANSAS DOCTOR: A Century of Pioneering, 
Thomas N. Bonner placed Hertzler in perspective in 
Kansas’ struggle for recognition in medicine. Dr. 
Hashinger gives us a warm and friendly treatment 
of the life of the country doctor from Halstead. The 
book is the result of the lecture given as the ninth 
series of the Logan Clendening Lectures on the 
History and Philosophy of Medicine. We get con- 
siderably more intimate glimpses of Dr. Hertzler for 
the simple reason the author had such close contacts 
with his subject who was his teacher, mentor and 
friend. One of the real contributions in this treatise 
is the bibliography of all of Dr. Hertzler’s publica- 
tions, which was extensive. Those who are concerned 
with the state’s medical history, will find this a 
worthwhile contribution. It is not a profound treat- 
ment in any sense of the word; it was not meant to 
be; it is Edward Hashinger telling us about a noted 
surgeon.—P.G.R. 


SYMPTOM DIAGNOSIS: By Yater and Oli- 
ver. Published by Appleton-Century-Crofts, Inc. 
Price $15.00. 


This book of over 1,000 pages is intended to “aid 
the busy physician in the diagnosis of his case by 
allowing him to quickly reduce the number of pos- 
sibilities to a relatively small list; to prevent the over- 
sight of important considerations; and to make the 
medical man more observant of the characteristics 
of the symptoms of disease.” Not a book to ‘‘read- 
through” or study, it is intended as a reference book, 
and as such it is ‘not for the library but for the desk 
and ward, always at hand for ready information.” 

The quotations above are from the preface to the 


book, and explain well its intent. This, the fifth edi- 
tion in the thirty-fourth year since original publica- 
tion, shows that it has succeeded in its intended 
purpose. All discussions are organized under symp- 
toms, and are easily found. One has only to look for 
the symptom under consideration, and he will find 
many (could one ever have “all” in a single source?) 
possible conditions which may produce this symp- 
tom, together with brief characteristics of the disease 
to help in selection of the one which most closely 
approximates the situation presented by the patient. 
No space is wasted; no words are superfluous; no 
laboratory procedures are included; and the informa- 
tion included is prodigious. The book should be use- 
ful if available when needed, and should find a 
place in the office of many a physician who is seeing 
diagnostic problems.—O.R.C. 


THE CHANGING YEARS, Madeline Gray, 
273 pages, $.95. Dolphin Books—Doubleday & 
Company, Inc., New York, 1958. 


This author has stated facts that should be of 
interest to every woman—especially those nearing 
the menopause. Fears that women have harbored for 
centuries are explained in lay terms. Menopause is 
the main topic, however, there are chapters on other 
periods of women’s life that clarify menopause. 

An excellent book that any physician could recom- 
mend for his patients nearing the menopause.—M.M. 


CELLULAR ASPECTS OF IMMUNITY, 
Ciba Foundation Symposium. Edited by G. E. W. 
Wolstenholme, Little, Brown and Co., Boston, 
1960, $10.50. 

This is a discussion of the handling of antigens 
and the production of antibodies by cells, the charac- 
teristics of cell-related (delayed) hypersensitivity, of 
the tuberculin-type and as observed in tissue trans- 
plantation, and of the effects of antibodies on tissue 
cells and blood elements. This book of nearly 500 
pages forms the Proceedings of a symposium held in 

(Continued on page 459) 
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Editorial 
COMMENT 


Kansas Children’s Receiving Home 


The Kansas Children’s Receiving Home at Atchi- 
son has two primary functions, namely (1) to re- 
ceive dependent and neglected children committed 
through the court, and (2) to provide psychiatric 
and psychological diagnosis and evaluation of chil- 
dren referred. 

Children with sound minds and bodies under the 
age of 14 are eligible for commitment if they are de- 
pendent upon the public for support, or if they are 
abandoned, neglected, or ill treated, and their con- 
dition is a subject of public concern. The function of 
this unit of the institution is to provide care and treat- 
ment for the children to help prepare them for home 
placement. A child is usually not committed to the 
institution, however, if a suitable boarding home or 
other placement can be found for him. 

Commitment is a legal process, and is initiated by 
a petition filed in the juvenile court. Separate juvenile 
court journal entry forms are used where parental 
rights are severed and in cases where parental rights 
are not severed. Any child under 16 years of age 
found to be dependent and neglected may be made 
a ward of the court and committed to, among other 
facilities, the State Department of Social Welfare, in 
instances where parental rights are not severed. When 
parental rights are severed, the child may be com- 
mitted by the juvenile court to, among other facilities, 
the Kansas Children’s Receiving Home, or the State 
Department of Social Welfare. When a dependent 
and neglected child has been committed to the State 
Department of Social Welfare, the department may 
place the child in the Kansas Children’s Receiving 
Home. Pending a hearing, and before final decree, 
the juvenile court may also refer a child to the Kansas 
Children’s Receiving Home for evaluation and rec- 
ommendation back to the court within 90 days. 

Children committed to the institution should re- 
main only long enough to be prepared for placement 
in permanent foster homes if they cannot be returned 
to their own homes or relatives. The institutional 
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program aims at promoting the best possible physical 
and mental development in each child. Schooling is 
provided on the grounds and at the Atchison city and 
parochial schools. Provision is made for placement 
of children in adoptive homes, free foster homes, 
boarding homes, and work or wage homes. Details of 
the placements are worked out by the institutional 
staff and the Division of Child Welfare services 
through the County Welfare Departments. 

The second function of the institution, namely, 
diagnosis and evaluation, is a step toward moderniza- 
tion of state and local methods of dealing with the 
problems of children. It is a center for psychiatric 
and psychological examination and evaluation, diag- 
nosis and study of the children in areas of personality, 
intellectual and educational development. Its services 
are available to juvenile courts, county welfare depart- 
ments, public agencies, such as school systems and 
state institutions, private agencies working with chil- 
dren, and parents or guardians of children. A nomi- 
nal charge may be made for its services. 

Applications for admission for evaluation and 
diagnosis should be accompanied by a social case 
history of the child’s development and background. 
Necessary forms and instructions may be obtained 
by writing the Superintendent, Kansas Children’s 
Receiving Home, Atchison, Kansas. Children be- 
tween the ages of 6 and 16 are admitted for resident 
study. Those under 6 are accepted for clinical exami- 
nation when the examination will not require more 
than 24 to 48 hours. Children who require special 
attention and supervision because of physical limita- 
tions or serious mental deficiency may be accepted 
for study on a limited residence basis for a period not 
to exceed 48 hours. 

Upon completion of the study, a report of findings 
concerning the child is returned to the referring 
agency or individual. Transportation to and from 
the institution is to be furnished by the referring 
agency or individual. 
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Division of Institutional Management 


To serve the institutions under its supervision, the 
headquarters staff of the Division of Institutional 
Management is divided into four sections as follows: 


Consultant Services 

Fiscal Services 

Biometrics and Information 
Administrative Services 


The Consultant Services Section has consultants in 
the following fields: Nursing; Dietetics ; Fire, Safety, 
and Sanitation ; Social Service; Personnel; and Archi- 
tectural Engineering. These consultants, each a spe- 
cialist in his own field, visit the institutions on a 
regular basis to furnish advice, and to assist in de- 
veloping uniform methods and procedures. 

In addition, an Admissions Officer maintains cen- 
tral clearing-house records and control over applica- 
cations and admissions to state social welfare institu- 
tions. 

The Fiscal Services Section exercises control over 
funds appropriated to the institutions, making certain 
that funds are available and spent to the best advan- 
tage of the institutions, as well as within the policies 
and procedures established by the State Board of So- 
cial Welfare and the State Department of Adminis- 
tration. 

Biometrics and Information is responsible for main- 
taining records and compiling statistics relating to in- 
stitutional operations and populations; and for keep- 
ing employees and the general public informed on 
developments in the Kansas institutional program. 


Kansas Press Looks at Medicine 
(Continued from page 454) 


to provide free medical, dental and health care, as 
well as medicines and other appliances, to every per- 
son in the United States just cannot be insurance.” 

Any way one looks at it, socialized medicine is 
nothing more or less than a worker-financed, govern- 
ment-controlled scheme of providing medical care. 
Its all-inclusive scope virtually marks everyone over 
65 years of age as being unable to finance illness. Its 
socialist aspect removes the responsibility for main- 
taining health and taking care of medical needs from 
the hands of the patient and turns it over to bureau- 
cratic godfathers. 

The health and care given the ill in this country 
is the best of any nation in the world. During the 
past half century'more than 23 years has been added 
to the lifespan of the average American. The barrier 
of disease is being continually pushed back. It is 
true medical costs, like everything else, have respond- 
ed to inflation. But it is also true patients today get 
more for their medical dollar than ever before. 


The phenomenal accomplishments and advances in 
care for the ill have been achieved under the system 
of private medicine. The best the proposed socialized 
system can offer is “‘political” in place of “private” 
medicine. 

And if that won’t be a headache, we don’t know 
what will.—Hays Daily News, August 4, 1961. 


Book Reviews 
(Continued from page 457) 


June, 1959, at the historic Abbey of Royaumont near 
Chantilly, just outside of Paris, France. Thirty-four 
participants of several countries took part, amongst 
them Nobel prize winners, such as Burnet, Lederberg, 
and Medawar, and “others, younger, (who) will be 
successful in the future.” Some of the papers are 
comprehensive, such as Medawar’s theories of im- 
munologic tolerance, Dresser and Mitchison’s cellular 
basis for the immunologic memory, and Waksman’s 
comparative histologic study of delayed hypersensitive 
reactions (including tuberculin reaction, contact al- 
lergy, homograph rejection, experimental auto-aller- 
gies). Other chapters concern technics and research 
models only. Commonly, the open discussions provide 
the most interesting ideas, such as on the clonal selec- 
tion theory of antibody formation or that following 
Kunkel’s paper on multiple “‘auto-antibodies” to cell 
constituents in systemic lupus erythematosus. The 
volume, which is indexed, provides much insight 
into the mainstream of current thinking and specu- 
lation in immunology. As expected, this is not a 
comprehensive coverage of the field. The balance is 
heavily in favor of cells as antibody formers, and as 
reactants to grafts; intracellular infection, digestion, 
and immunity and clinical infection are barely men- 
tioned.—].K.F. 


Fact or Fallacy? 


You can neglect the earwax that you have in your 


ears. False. 

Earwax probably causes more deafness than any 
other cause—although it’s easily curable. Of course, 
earwax does protect your ears from dirt and dust. 
Don’t try removing it yourself. 


If you can trust a man, a contract is a waste of 
paper. If you can’t trust a man, it’s still a waste of 
paper.—J. Paul Getty, Billionaire 


You hear low sounds more clearly than high 
sounds. Vowels are lower than consonants, so you 
hear them better. 
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The 15th Annual Postgraduate Assembly, spon- 
sored by the San Diego County General Hospital will 
be held on November 1 and 2, 1961, at the County 
Hospital, San Diego, California. 

The following fields will be discussed: Surgery, 
Urology, Medicine, Obstetrics-Gynecology, Ortho- 
pedics, Pediatrics, Neuro-surgery and Clinical Neu- 
rology. 

For full information, contact the registrar, James E. 
Sandell, M.D., c/o San Diego County General Hos- 
pital, San Diego 3, California. 


The Kansas Board of Basic Science Examiners 
will give examinations in the subjects of anatomy, 
bacteriology, chemistry, pathology and physiology on 
November 3 and 4, 1961, at Kansas State College, 
Pittsburg, Kansas. Application blanks and other in- 
formation can be obtained from Dr. L. C. Heckert, 
Secretary of the Kansas Board of Basic Science Ex- 
aminers, Pittsburg, Kansas. 


A Cardiac Seminar will be held at the Sedgwick 
County Medical Society Building on November 26, 
from 9:00 a.m. to 5:00 p.m. Luncheon will be served 
as part of the registration fee. The seminar is spon- 
sored by the Education Committee of the Midwest 
Medical Research Foundation, 3241 Victor Place, 
Wichita, Kansas, where applications may be mailed. 

Dr. George C. Griffith, Professor of Medicine at 
the University of Southern California, one of the 
ablest speakers in the specialty of cardiology, will 
conduct this seminar on heart conditions in Wichita. 
The seminar will consist of: papers by Dr. Griffith, 
case presentations, clinical-pathological conferences, 
panel discussions, and cardiac resuscitation. 


The 1961 annual convention of the National So- 
ciety for Crippled Children and Adults will be he'd 


Announcements 


Professional meetings, conferences, and postgraduate 
courses of national importance are listed for the Doc- 
tor’s CaLenpar. Notice of the session is posted in 
advance to allow the physician time to make prepa- 
rations. 


November 17-21 at the Denver-Hilton Hotel, Den- 
ver, Colorado. 

For complete information write to the National 
Society for Crippled Children and Adults, 2023 West 
Ogden Avenue, Chicago 12, Illinois. 


The Kansas Arthritis Conference for all physi- 
cians throughout the state will be held Sunday, Octo- 
ber 29, in Wichita, under the sponsorship of the 
Kansas Chapter, Arthritis and Rheumatism Founda- 
tion. 

The conference, being held without charge to all 
physicians attending, is the first of its kind to be 
presented by the Kansas Chapter. 

Registration will be at 8:30 a.m. at the Medical 
Society Building, 1102 South Hillside, Wichita. The 
conference will begin at 9 a.m. and last until 5 p.m. 
Reservations for the noon buffet luncheon may be 
made before October 25 by writing to the Kansas 
Chapter office, 2009 East Central. 


The American Thyroid Association, Inc., again 
offers the Van Meter Prize Award of $500.00 to 
the essayist submitting the best manuscript of original 
and unpublished work concerning ‘“Goiter—especial- 
ly its basic cause.” The studies so submitted may re- 
late to any aspect of the thyroid gland in all of its 
functions in health and disease. The Award will be 
made at the Annual Meeting of the Association at 
the Roosevelt Hotel, New Orleans, Louisiana, May 
9-12, 1962. 

The competing essays may cover either clinical 
or research investigations, should not exceed 3,000 
words in length and must be presented in English. 
Duplicate, typewritten copies, double spaced, should 
be sent to the Secretary; Theodore Winship, M.D.., 
430 N. Michigan Ave., Chicago 11, Illinois, not 
later than January 1, 1962. 
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From the Stacks 


Mrs. BLENDENA EVANS, Librarian 
Stormont Medical Library, State House 
Room 516, Topeka, Kansas 
Phone CE 5-0011, ex. 297 


Recent Acquisitions 


Ophthalmology 


Duke-Elder. Anatomy of the visual system. Mosby. 
1961. 


Orthopedics 


DePalma, A. Clinical orthopedics. Soft tissue and 
tumors. Lippincott. 1961. 

Reynolds, F. Instructional course lectures. 1959 and 
1960. 

Seven, M. J. Metal-binding in medicine. Lippincott. 
1960. 

Simon, H. J. Attenuated infection. Lippincott. 
1960. 

Young, H. H. Year book of orthopedics and trau- 
matic surgery. Yr. Bk. Pub. 1961. 


Pathology 


Anderson, W. A. Synopsis of pathology. Mosby. 
1960. 

Moyer, W. A. Edema mechanisms and manage- 
ment. Saunders. 1961. 

Sodeman, W. A. Pathologic physiology. Saunders. 
1961. 


Pediatrics 
Lamm, S. S. Pediatric neurology. Landsberger. 

1959. 
Schaffer, A. J. Diseases of the newborn. Saunders. 

1960. 


Pharmacology 


American Pharmacy Assn. The future of pharmacy. 


1961. 


Beckman, H. Year book of drug therapy. Yr. Bk. 


Pub. 1961. 


Fein, H. D. Modern drug encyclopedia. R. H. Don- 


nelley, 8th ed. 


State Medical Library 


Physiology 
Macfarlane, R. G. Functions of the blood. Aca- 
demic Press. 1961. 


Physical Medicine 


Hassard, G. H. Elongation treatment of low back 
pain. Thomas. 1960. 


Radiation and Radioactivity 


Hollaender, A. Radiation biology. V. 2 and 3. 
McGraw-Hill. 1955 and 1956. 

United Nations Proceedings of the 2nd U.N. Con- 
ference of the Peaceful Uses of Atomic Energy. 
1958. 


Res piratory System Diseases 


Moersch, H. J. Diagnosis and treatment of diseases 
of the trachea and bronchi. Thomas. 1960. 


Surgery 


Artz, C. P. Complications in surgery and their man- 
agement. Saunders. 1961. 

Mulholland, J. H. Current surgical management. 
Saunders. 1961. 


Urology 


Scott, W. W. Year book of urology 60/61. Yr. Bk. 
Co. 

White, A. G. Clinical disturbances of renal func- 
tion. Saunders. 1961. 


Would you like to have the librarian 
research articles for you on a medical 
problem? 

Remember, books and periodicals will 
be sent anywhere in the state. We will 
advise you of the cost which is at the rate 
of four cents for the first pound and one 
cent for each additional pound. 

Material is loaned for one month, with 
a month’s renewal period. After that time 
we will appreciate your returning the 
material unless you have been granted 
an extension. 

It is always a pleasure to serve you. 
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Several Wichita physicians visited the Kiser Foun- 
dation Medical Center in Honolulu, Hawaii, during 
the summer. Dr. Lilia M. Rodriguez served as 
Consultant in Internal Medicine for the month of 
June. Dr. Benjamin M. Matasarin was Consultant 
in Internal Medicine for the month of July. Dr. Al- 
fred M. Tocker was Consultant in Surgery for July. 
Dr. Tocker addressed the staff of the Kiser Founda- 
tion on July 14 on the subject, “Open Heart Surgery.” 


Dr. F. K. Bowser, native Ness Citian, closed his 
practice at La Crosse after 10 years, and has moved 
his family to Joliet, Illinois, where he has accepted 
a two-year residency in anesthesiology. 


Two Kansas City area physicians took part in 
round table discussions at the annual meeting of 
the American Academy of Pediatrics in Chicago, 
September 30—October 5. 

They are Dr. Herbert C. Miller, Department of 
Pediatrics, University of Kansas Medical Center, and 
Dr. Daniel C. Darrow, 5847 Howe Drive, Mission. 


The American College of Obstetricians and Gyne- 
cologists held a meeting on September 13 and 14, 
at the Town House in Kansas City, sponsoring a 
Conference on Obstetric, Gynecologic, and Neonatal 
Nursing. Dr. J. S. Menaker, Wichita, is Chairman 
and Program Chairman for the Meeting and Dr. 
R. A. West, Wichita, is a Co-Chairman. Dr. L. E. 
Woodard is among the Wichita physicians to attend 
the meeting. 


Dr. R. A. Dobratz has taken a three-year leave of 
absence to complete his three-year residency in in- 
ternal medicine and cardiology at Mercy Hospital, 
Colorado University Medical Center, Denver. 
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Personalities +N KANSAS MEDICINE 


Dr. Emil L. Goering, general practitioner in 
Pretty Prairie for the past 18 months, has joined 
the practice of Dr. M. E. Nunemaker and Dr. 
John Blank on a part-time basis. He will maintain 
his residence and office in Pretty Prairie. 


Dr. J. W. Cheney of Wichita is retiring after 63 
years in the career of medicine. 


Dr. Kale Gentry is associating with Dr. John O. 
Baeke and Dr. Merrill D. Athon, all of Overland 
Park. 


Dr. Don Miller, Assistant Professor of Surgery at 
the University of Kansas Medical Center, lectured 
recently at a seminar program held at St. Joseph Hos- 
pital, Wichita. Physicians throughout Sedgwick Coun- 
ty attended this seminar, which included lectures on 
cardiac functions from a surgeon’s standpoint, aspects 
of a thyroid disease, and surgical aspects of trauma 
to the chest. Dr. Miller was a guest of Dr. L. W. Pur- 
inton, Wichita. 


Reverie is the Sunday of thought. 
—Frédéric Amiel 


NEW MEMBERS 


The Journat takes this opportunity to welcome these new 
members into the Kansas Medical Society. 


Keith W. Gallehugh, Gordon E. Maxwell, M.D. 
135 East Claflin 
0 

Great Bend, Kansas Ragas 
George E. Miller, Jr., William A. Smiley, Jr., 

M.D. M.D. 
1011 Center Avenue 
Goodland, Kansas 


135 East Claflin 


Salina, Kansas 
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Obituaries 


HARRY L. CHURCH, M.D. 


Dr. Harry L. Church, 67, physician and surgeon in Pittsburg, died August 10 at Mt. 
Carmel Hospital after a long illness. 

Born August 25, 1893, in Lebanon, Indiana, Dr. Church went to Pittsburg in 1920 
following World War I service. He graduated from the University of Kansas School of 
Medicine in 1920. Dr. Church was a member of the First Methodist Church and was 
prominent in fraternal affairs. 

Survivors include his stepmother, one brother, one sister and a niece. 


GEORGE J. P. GISH, M.D. 


Dr. George Gish, 84, general practitioner nearly 60 years, died in his home at 
Frontenac on August 15. 

He was born December 1, 1876 at Wheeling, Missouri, and graduated from Barnes 
Medical College in St. Louis in 1901. He practiced briefly in Liberal before opening an 
office in Minden. After 40 years’ work there, he moved to Frontenac and practiced 20 
years before his retirement two years ago. 

He is survived by two sons, Charles Perry Gish and Thurman M. Gish, both of 
Leawood, Kansas, and two grandchildren. 


HAROLD M. GLOVER, M.D. 


Dr. Harold M. Glover, 73, Newton, died September 5. He was president of the 
Kansas Medical Society. 

Dr. Glover was born in 1887 in New Jersey and in 1916 he graduated from the 
University of Illinois College of Medicine at Chicago. Dr. Glover, a retired surgeon, 
had been a staff member of the Axtell Clinic in Newton. 

He is survived by one son, two daughters and several grandchildren. 


LEONARD S. WAGER, M.D. 


Dr. L. S. Wager, 88, long-time physician of Florence, died August 26, at Wadsworth 
V. A. Hospital. 

He was born October 14, 1872, in Onida, Illinois. In 1901 he graduated from the 
College of Physicians and Surgeons at Kansas City. He practiced medicine in Florence 
41 years and retired from his profession in 1943. He was a veteran of the Spanish- 
American War and World War I, and was a member of the Methodist Church at 
Florence since 1905. 

Survivors include his wife, Bertha V., two daughters, one son and three grandchildren. 


463 


q 
M 
4, 
J 
q 
a 
; 
| 
i 
SC 
3 


The Kansas Medical Society—1961-1962 


OFFICERS COUNCILORS 
05 Norton L. Francis, Wichita George R. Maser, Mission 
Immediate Past President ..... Frederick E. Wrightman, Sabetha Dick B. McKee, Pittsburg 
First Vice-President......... H. St. Clair O’Donnell, Ellsworth SMatiick “6... ee James A. McClure, Topeka 
Leland Speer, Kansas City Tonn C. Mitchell, Salina 
John L. Lattimore, Topeka John N. Blank, Hutchinson 
A.M.A. Alternate, 1960-1962...H. St. Clair O’Donnell, Ellsworth Hay’ mend 
A.M.A, Delegate, 1961-1963... .Lucien R. Pyle, Topeka 3 Evan R. Williams, Dodge City 
A.M.A. Alternate, 1961-1963...Glenn R. Peters, Kansas City Edward F. Steichen, Lenora 
Chairman of Editorial Board...Orville R. Clark, Topeka John O. Austin, Garden City 
OFFICERS OF COMPONENT SOCIETIES—1960 
Society President Secretary 
-Robert Polson, Great bend Robert Unrein, Hoisington 
che James J. Basham, Fort Henry Aldis, Fort Scott 
0s Kenneth B. Dellett, El Dorado... red Doornbos, El Dorado 
H. Claiborne, III, Baxter Springs. ‘H. L. Bogan, Baxter Springs 
este J. Brethour, Junction City.. Harry E. O’Donnell, Junction City 
1: Roderick Bradley, Greensburg. R. H. Hill, Meade 
Leavenworth.......... W. Henry Merritt, Leavenworth. J. M. Graham, Leavenworth 
George S. Bascom, W. Graham Calkins, Manhattan 
South Central aed K. E. Voldeng, Wellington 
L. L. Huntley, Washington 
- William W. Abrams, Kansas City. «+. James G. Lee, Kansas City 
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ADVERTISEMENTS 


only one 
lasts all day 


PRO-BANTHINE PA. 


(BRAND OF PROPANTHELINE BROMIDE) 


PROLONGED-ACTING TABLETS—30 mg. 
Effective Convenient Sustained Action 


PRO-BANTHINE®, the leading anticholinergic, is now available in a distinctive 
prolonged-acting dosage form. 

The prolonged action of new PRO-BANTHINE P.A. is regulated by simple phys- 
ical solubility. Each pRo-BANTHINE P.A. tablet releases about half of its 30 mg. 
promptly to establish the usual therapeutic dosage level. The remainder is 
released at a rate designed to compensate for the metabolic inactivation of 
earlier increments. 


This regulated therapeutic continuity maintains the dependable anticho- 


linergic activity of PRO-BANTHINE all day and all night with only two tablets 
daily in most patients. 

New PRO-BANTHINE P.A. will be of particular benefit in controlling acid 
secretion, pain and discomfort both day and night in ulcer patients and in 


inhibiting excess acidity and motility in patients with peptic ulcer, gastritis, 


pylorospasm, biliary dyskinesia and functional gastrointestinal disorders. 


’ Suggested Adult Dosage: One tablet at bedtime and one in the morning, 


supplemented, if necessary, by additional tablets of PRO-BANTHINE P.A. or 
standard PRO-BANTHINE to meet individual requirements. 


* 


SEARLE «co. 


CHICAGO 80, ILLINOIS 
Research in the Service of Medicine 
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ADVERTISEMENTS 


‘B. W. & Co.’ ‘Sporin’ Ointments 
rarely sensitize... 

give decisive bactericidal action 

for most every topical indication 


Broad-spectrum antibac- | 
terial action—plus the 
soothing anti-inflam 
matory, antipruritic ben- 
efits of hydrocortisone. 


brand Ointment 


The combined spectrum ge 
of three overlapping & 

antibiotics will eradicate 

virtually all known top- 


ical bacteria. brand Antibiotic Ointment 


A basic antibiotic com- 
bination with proven 

effectiveness for the 

topical control of gram- 


brand Antibiotic Ointment positive and gram-nega- 
tive organisms. 


Contents per Gm. ‘Polysporin’® ‘Neosporin’® ‘Cortisporin’® 
‘Aerosporin’® brand 
Polymyxin B Sulfate 10,000 Units 5,000 Units 5,000 Units 
Zinc Bacitracin 500 Units 400 Units 400 Units 
Neomycin Sulfate _ 5 meg. 5 mg. 
Hydrocortisone 10 mg. 
Supplied: Tubes of 1 oz., Tubes of 1 oz., Tubes of 14 oz. and 
Y% oz. and ¥% oz. Y% oz. and % oz. ¥Y% oz. (with 
(with ophthalmic tip) (with ophthalmic tip) ophthalmic tip) 


b val BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 
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ADVERTISEMENTS 27 


allergies 


strike 


parabromdylamine (brompheniramine) maleate 1 


CONTINUOUS 10-12 HOUR ACTION 


xtenta 


reliably relieve the symptoms...seldom affect alertness 


Furriers may develop allergies to dyes, cleaning 
fluids and furs... housewives to dust and soap... 
farmers to pollens and molds. Most types of aller- 
gies—occupational, seasonal or occasional reactions 
to foods and drugs—respond to Dimetane. With 
Dimetane most patients become symptom free and 


stay alert, and on the job, for Dimetane works.., 
with a very low incidence of significant side effects. 
Also available in conventional tablets, 4 mg.; 
Elixir, 2 mg./5 cc.; Injectable, 10 mg./cc.& 
or 100 mg./cc. 
A. H. ROBINS CO., INC., RICHMOND 20, VIRGINIAN 
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28 ADVERTISEMENTS 


| SUCCESSFUL FAMILY 
PLANNING...BASED ON 
YOUR COUNSEL AND 


LANESTA GEL 


As a physician, you play an essential role in the happiness and well-being of the family. At all times— 
when the young couple is first married, as the children arrive, and even after the family is complete — 
your counsel, including your recommendations for the use of Lanesta Gel, is of major importance. 


Lanesta Gel, with or without a diaphragm, is a most effective means of conception control. Lanesta Gel 
effects speedier spermicidal action because it diffuses rapidly into the seminal clot. In fact, the mean 
diffusion spermicidal time of Lanesta Gel is three to seven times faster than the mean diffusion times 
of ten leading, commercially available contraceptive creams, gels, or jellies, according to Gamble (“Sperm- 
icidal Times of Commercial Contraceptive Materials — 1959”) .* 


Lanesta Gel has complete esthetic acceptance and is well tolerated. 


*Gamble, C. J.: Am. Pract. & Digest Treat. 11:852 (Oct.) 1960. See also Berberian, D. A., and Slighter, R. G.: J.A.M.A. 
168:2257 (Dec. 27) 1958; Olson, H. J.; Wolf, L.; Behne, D.; Ungerleider, J., and Tyler, E. T.: California Med. 94:292 
(May) 1961: Kaufman, S.A.: Obst. & Gynec. 15:401 (Mar.) 1960; Warner, M.P.:J.Am. M. Women’s A. 14:412 (May) 1959. 


A PRODUCT OF LANTEEN® RESEARCH —atgg Distributed by 
Supplied by Esta Medical Laboratories, Inc., Alliance, Ohio ©BREON LABORATORIES INC., New York 18, N. Y. 
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ADVERTISEMENTS 


GEVRESTIN 


Geriatric Vitamins—Minerals—Hormones—d-Amphetamine Lederle 


one capsule every morning supplements the diet to help achieve 
proper balance: # nutritionally # metabolically # mentally 


Each dry-filled capsule contains: Ethinyl 
Estradiol, 0.01 mg. * Methyl Testosterone, 
2.5 mg. © d-Amphetamine Sulfate, 2.5 mg. 
@ Vitamin A (Acetate), 5,000 U.S.P. Units 
¢ Vitamin D, 500 U.S.P. Units * Vitamin 
Biz with AUTRINIC® Intrinsic Factor 
Concentrate, 1/15 N.F. Oral Unit ¢ Thi- 
amine Mononitrate (B:), 5 mg. * Riboflavin 


(Ba), 5 mg. Niacinamide, 15 mg. Pyri- 
doxine HCl (Bs), 0.5 mg. * Calcium Panto- 
thenate, 5 mg. ¢ Choline Bitartrate, 25 mg. 
¢ Inositol, 25 mg. ® Ascorbic Acid (C) as 
Calcium Ascorbate, 50 mg. * ]-Lysine Mono- 
hydrochloride, 25 mg. * Vitamin E (Toco- 
pheryl Acid Succinate), 10 Int. Units ¢ 
Rutin, 12.5 mg. * Ferrous Fumarate (Ele- 


mental iron, 10 mg.), 30.4 mg. ® Iodine 
(as KI), 0.1 mg. * Calcium (as CaHPO:), 
35 mg. * Phosphorus (as CaHPOs.), 27 mg. 
¢ Fluorine (as CaF 2), 0.1 mg. Copper (as 
CuO), 1 mg. * Potassium (as K2SOx,), 5 
mg. * Manganese (as MnOz), 1 mg. * Zine 
(as ZnO), 0.56 mg. * Magnesium (MgO), 1 
mg. Supply: Bottles of 100 and 1,000. 


REQUEST COMPLETE INFORMATION ON INDICATIONS, DOSAGE, PRECAUTIONS AND CONTRAINDICATIONS 
FROM YOUR LEDERLE REPRESENTATIVE OR WRITE TO MEDICAL ADVISORY DEPARTMENT. 


LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pearl River, New York QD 


Plan now to attend the A.M.A. Clinical Session in Denver, November 27-30 
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30 ADVERTISEMENTS 


Clinically Proven 


in more than 750 published clinical studies 
and over six years of clinical use 


Outstandingly Safe 
and Effective 


for the tense and 
nervous patient 


1 simple dosage schedule relieves anxiety 
dependably — without altering 
sexual function 

) does not produce ataxia 


3 no cumulative effects in long-term therapy 


A does not produce Parkinson-like symptoms, 
liver damage or agranulocytosis 


5 does not muddle the mind or affect 
normal behavior 


Usual dosage: One or two 400 mg. tablets t.i.d. 


Supplied: 400 mg. scored tcblets, 200 mg. sugar-coated @ 
tablets; bottles of 50. Also as MEPROTABS® 400 mg. 
unmarked, coated tablets; and in sustained-release Mi t OW 
capsules as MEPROSPAN®-400 and MEPROSPAN®-200 
(containing respectively 400 mg. and 200 mg. meprobamate). 
meprobamate (Wallace) 


_ Qi), WALLACE LABORATORIES / Cranbury, N. J. 
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ADVERTISEMENTS 


drugs anonymous 


One of the several hastily conceived and potentially dangerous suggestions for 
reducing drug costs is generic-name prescribing. The proponents of generic-name 
prescribing claim that it will lower drug costs significantly and—through supervision 
by the Federal Government—provide quality equivalent to that of trademarked 
drugs. We maintain that these claims are false. Here are some authoritative answers 
to the principal questions posed by generic-name prescribing. 


How much money would be saved if all prescriptions were written 
for generic-name drugs? 


‘The [Rhode Island] Division of Public Assistance examined 10,000 drug prescrip- 
tions for welfare recipients for the purpose of determining the actual savings . . . of 
generic versus trade-name drugs. The drugs had cost $28,000. Substituting generic 
drugs whenever possible would have provided a saving of less than 5 per cent. 
Syracuse has made a similar study of drug costs with comparable results.” 


Rhode Island Medical Journal, 
January, 1961 


Are the savings worth the risk of sacrificing quality? 


**, . . it is unsafe [to prescribe generically] because there is not sufficient policing of 


our standards. ...” 
Lloyd C. Miller, Ph. D. 


Director of Revision of the U.S.P, 


“The naive belief that, if a product was not good, the FDA would prohibit its sale 
is just not realistic. ... it is completely impossible for the FDA to check every batch 
of every product of every manufacturer. . . . Hence the integrity and reputation of 
the manufacturer assume unusual significance where drugs and health products 


are concerned.” 
Albert H. Holland, M.D. 


formerly Medical Director of the 
Food and Drug Administration 


Smith Kline & French Laboratories, Philadelphia oS 
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ADVERTISEMENTS 


He needs his muscles working properly— 
when they aren’t, he needs 


How to use 


Trancopal: 


Brand of chlormezanone 


for 
painful muscles 


When a muscle is strained, it 
goes into a spasm that produces 
pain; this is followed by more 
spasm for splinting, and then 
more pain. 

When you prescribe Tranco- 
pal, you break this vicious cycle 
and relieve the patient’s dis- 
comfort. Trancopal will ease 
the spasm and consequently the 
pain, and its mild tranquilizing 
effect will make the patient less 
restless. You can then start him 
on purposeful exercise or phy- 
sical therapy. 


In addition to its usefulness 
in syndromes resulting from 
overstraining (such as low back 
pain or tennis elbow), Tranco- 
pal will relax the spasm and 
pain that are features of torti- 
collis, bursitis, fibrositis, myo- 
sitis, ankle sprain, osteoarthri- 
tis, rheumatoid arthritis, disc 
syndrome and postoperative 
muscle spasm. Trancopal is 
available in 200 mg. Caplets® 
(green colored, scored) and in 
100 mg. Caplets (peach col- 
ored, scored ), bottles of 100. 


Dosage: Adults, 1 Caplet (200 
mg.) three or four times daily; 
children (5 to 12 years), from 
50 to 100 mg. three or four 
times daily. 


(I) LABORATORIES 
New York 18,N.Y. 
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ADVERTISEMENTS 


Dripps, Eckenhoff and Vandam- 


Introduction to Anesthesia 
hendd on safely using ds you frractice 


An ideal basic guide to the understanding 
and administration of anesthesia. Not only 
do the authors give you principles of today’s 
safe anesthetic practice, but offer hundreds of 
practical hints rarely included in existing 
works. You'll find indications for various types 
of anesthesia, the effectiveness of each under 
different circumstances, and the hazards in- 
volved in their use. Inhalation, open drop, 
spinal, intravenous barbiturate and local an- 
esthesia are all considered. For this New (2nd) 
Edition there are entirely new chapters on: 
techniques of inhalation anesthesia; chemical 
absorption of expired carbon dioxide; physio- 
logic effects of elevated carbon dioxide; intra- 


venous techniques in therapy; an approach to 
asepsis in anesthesia; cardiac resuscitation and 
respiratory resuscitation. The new external car- 
diac massage procedure is fully described and 
illustrated. New material is also included on: 
monitoring during anesthesia; vaporization of 
anesthetics; controlled hypotension; hypother- 
mia; treatment of the comatose patient; etc. 


By Rosert D. Dripps, M.D., Professor and Chairman, 
Department of Anesthesia; JAMES E. ECKENHOFF, M.D., 
Professor of Anesthesia, Both at the University of Pennsyl- 
vania Schools of Medicine; and LERoy D. VANDAM, M.D., 
Clinical Professor of Anesthesia, Harvard Medical School, 
Director of Anesthesia, Peter Bent Brigham Hospital, Bos- 
ton. About 407 pages, 6”x91/,”, illustrated. About $7.00. 


New (2nd) Edition—Just Ready! 


Corday and Irving- Disturbances of Heart 


Rate, Rhythm, and Conduction 


cn managing cardiac avvhiy and conduchan defects 


This volume gives you a wonderfully clear 
physiologic foundation for greater compre- 
hension of cardiac arrhythmias. Emphasis is 
placed on the correlation of mechanical and 
electrical events taking place in the heart in the 
presence of arrhythmic disorders. Mechanical 
and electrical sequences are demonstrated for 
each type of arrhythmia in a highly effective 
series of schematic line drawings. Extensive at- 
tention is paid to symptoms, physical signs, 
treatment and prognosis. Of valuable clinical 
help is the chapter on bedside diagnosis and 
the section on the role of emotions in producing 
disorders of cardiac rate. There is advice on 
complications of heart rhythm arising during 


anesthesia and on managing cardiac arrest. 
Detailed use of vasopressor drugs in treatment 
of cardiac arrhythmias, as well as the preven- 
tion of recurrent tachycardias with anti-thyroid 
drugs are clearly discussed. You'll find helpful 
chapters on: A Blueprint of Disturbances of 
Rhythm and Conduction—Abnormal Rhythms 
Arising from the S-A Node—Ectopic Rhythms 
Arising from the Atrial Muscle—Alterations of 
the Heart—etc. 
By Extot Corpay, M.D., F.A.C.P., F.A.C.C., F.C.C.P., 
Assistant Clinica! Professor of Medicine, School of Medi- 
cine, University of California, Los Angeles; and Davin W. 
IrvING, M.D., Clinical Assistant, School of Medicine, Uni- 
versity of California, Los Angeles. About 384 pages, 642” x 
9”, with 223 illustrations. About $9.00. 

New—Just Ready! 
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New (2nd) Edition! 


A New Book! 


: Order Today from W. B. SAUNDERS COMPANY 


Name 


West Washington Square 


Please send me the following books and bill me: 
0) Dripps, Eckenhoff & Vandam’s Introduction to Anesthesia, about $7.00 
( Corday & Irving’s Disturbances of Heart Rate, Rhythm & Conduction, about $9.00 


Philadelphia 5 


SJG-10-61 


Address 
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When 
severe pain accompanies 
skeletal muscle spasm 
ease both‘pain 


Rosaxin® with Aspirin 

A dual-acting skeletal muscle relaxant-analgesic, combining the clinically 
proven relaxant action of ROBAXIN with the time-tested pain relieving 
action of aspirin. 


Each RosaxIsAL Tablet contains: 
Rosaxin (methocarbamol Robins) 400mg. —Acetylsalicylic acid (5 gr.).......... 325 mg. 
U.S. Pat. No. 2770649 

Supply: Bottles of 100 and 500 pink-and-white laminated tablets. 

Or ROBAXISAL®-PH (ROBAXIN with Phenaphen®) — when anxiety is 

associated with painful skeletal muscle spasm. 

4 Each RopaxisAL-PH Tablet contains: 

Rosaxin (methocarbamol Robins) 400 mg. Acetylsalicylic acid .....:..c.0:s-c++-+ 81 mg. 
Phenacetin 97mg. Hyoscyamine sulfate 0.016mg._» Phenobarbital (% gr.) 8.1 mg. 
Supply: Bottles of 100 and 500 green-and-white laminated tablets. 


A. H. ROBINS CO., INC., Richmond 20, Virginia 


Making today’s medicines with integrity ...seeking tomorrow's with persistence. 
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NEW..made from 100% corn oil 


UNSALTED 


MARGARINE 


FOR HYPERTENSIVE PATIENTS 


* contains only 10 mgs. of sodium per 100 grams 
+ contains 50% liquid corn oil and 50% partially 


hydrogenated corn oil 


x has 30% linoleic acid—10 times that of butter 


Because of the relationship of high- 
sodium intake to elevated blood pres- 
sure, new Fleischmann’s Unsalted Corn 
Oil Margarine will prove to be a valu- 
able addition to the dietary regimen of 
your hypertensive patients. It contains 
only 10 mgs. of sodium per 100 grams. 

Fleischmann’s Unsalted Margarine is 
made from 100% corn oil and contains 
both liquid corn oil and partially hydro- 
genated corn oil. Its linoleic acid content 
of 30% is three times higher than the 
10% of regular margarines and ten times 
higher than the 3% of butter. This is the 
only unsalted margarine made from 
100% corn oil. 

The substitution of Fleischmann’s Un- 
salted Corn Oil Margarine for butter or 


In line with the suggestion of the 


American Heart Association to manufacturers, 


we are listing the fatty acid composition of 
Fleischmann’s Unsalted (Sweet) Margarine: 


Unsaturated Fatty Acids: 


Polyunsaturates ..... 30% 
Monounsaturates ..... 50% 
Saturated Fatty Acids ... 20% 
100% 


Fresh-Frozen in the green foil package 
in your grocer’s frozen food case 


ordinary margarines in your hyperten- 
sive patients’ dietary regimen has the 
added advantage of increasing their in- 
take of high polyunsaturates . . . impor- 
tant because of their association with 
hypertension and atherosclerosis. 


If your hypertensive patient needs so- 
dium restriction, recommend Fleisch- 
mann’s Unsalted. It has a light, delicate 
taste that he'll like. Tell him that it is 
available in his grocer’s frozen food case. 

Write now for physician booklet of 5 
coupons—each coupon redeemable by 
your patient for 1 Ib. of Fleischmann’s 
Unsalted Margarine. Address Fleisch- 
mann’s Unsalted Margarine, 625 Madi- 
son Avenue, N. Y. 22, N. Y. Distribution 
presently limited in some areas. 


AVERAGE DAILY INTAKE 
Two Ounces or Eight Pats of Fleischmann’s 
Corn Oil Margarine Will Supply 

Corn Oil—Liquid .......... 22.7 Gm. 
Corn Oil—Partially Hydrogenated . . . 22.7 Gm. 
Sodium (dietetically sodium-free) . . . 6 Mgs. 
Vitamin A (Adult’s Need) .. 41% 


Vitamin A (Child’s Need) ........ 62% 
Vitamin D (Adult's and Child's Need) . . . 62% 


ONLY UNSALTED MARGARINE 
MADE FROM 100% CORN OIL 
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Put your 
low-back patient § 
back on the payroll § 


Soma relieves stiffness 
—stops pain, too 
YOUR CONCERN: Rapid relief from pain for your 
patient. Get him back to his normal activity, fast! 


HOW SOMA HELPs: Soma provides direct pain relief 
while it relaxes muscle spasm. 


YOUR RESULTS: With pain relieved, stiffness gone, 
your patient is soon restored to full activity—often 
in days instead of weeks. 
The muscle relaxant with an independent pain-relieving action ss -" 
| 


Kestler reports in controlled study: Average 
(carisoprodol, Wallace) Soma is notably safe. Side effects are rare. Drow- 


time for restoring patients to full activity: with i 
(Wallace Laboratories, Cranbury, New Jersey siness may occur, but usually only in higher dosages. 


Soma, 11.5 days; without Soma, 41 days. (J.A. 
M.A. Vol. 172, No. 18, April 30, 1960.) 

Soma is available in 350 mg. tablets. USUAL DOSAGE: 

1 TABLET Q.I.D. 
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Introducing P HILIP =) ROXAN E 


A new name in Pharmaceuticals 


Philips Roxane comes to you as a new name 

in American pharmaceutical manufacture. But 
our roots go deep. We have well-established 
resources in this country. In Holland and 
elsewhere in Europe, we have access to 
research from which substantial contributions 
have been made in the areas of human, 

animal and plant health. 


A wide range of new pharmaceuticals is now 
being developed which will have significant 
usefulness to you in your practice. 


For example, extensive studies are now being 
carried out in organic synthesis, vaccines, and 
radioactive isotopes. Some of these 
pharmaceuticals and biologicals are presently 
undergoing clinical trials in this country. 


One research project nearing completion is 

a measles vaccine, now undergoing extensive 
U.S. clinical trial. Another preparation, soon 
to be available, is a progestational agent 
which gives promise of offering distinct 
advantages over those presently available. 


A true progestin, it will have wide application in 


female disturbances without androgenic, 
estrogenic, or corticosteroid side effects. 


Philips Roxane has acquired affiliates 
throughout the United States, where research 
and development in human, animal and plant 
medicines are being greatly extended through 
their production facilities and sales 
organizations. 

The name Philips Roxane will become as 
familiar to you as the names of many other 
fine pharmaceutical houses in this country, 


whose products and people serve you faithfully. 


™ 
PHILIPS ROXANE, INC. 


COLUMBUS, OHIO oF 
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ADVERTISEMENTS 


Physician Support of Medical Education 


Throughout the nation, medical schools are cooperating with the American Medical 
Education Foundation to encourage contributions from doctors for medical education. 
Among these schools is the University of Kansas School of Medicine. 

The importance and value of unrestricted gifts to supplement fees and state appropria- 
tions at state schools is known to all. At the University of Kansas, such gifts have been 
used for many purposes, ranging from salaries to equipment . . . from books to student 
activities. Without these, the quality of medical education suffers; with them, better 
training is insured. 

The University of Kansas School of Medicine joins the Kansas Medical Society and the 
American Medical Education Foundation in inviting its alumni and the physicians of 
Kansas to support medical education, either by contributions to the American Medical 
Education Foundation or to the Kansas University Endowment Association. 


The Kansas University Endowment Association 
Strong Hall University of Kansas 
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Injectable 
potency in 
oral form 


100 Tablets No. 6842 
Filmtab? 


Abbott's 

High-Potency 
Vitamin B 
Complex with 3 
Vitamin C. ‘ 


q 

Actual size of a capsule Size of a standard — 

containing the B-Complex 500-mg. tablet 
and liver in Surbex-T of ascorbic acid 


Actual size 
of a compact 
Surbex-T Filmtab 


SURBEX-T™.. part of therapy when the water soluble vitamins are depleted or demands increased 


During acute or chronic illnesses: oe Each Filmtab® Surbex-T represents: 


Cardiovascular conditions Liver disorders - Thiamine Mononitrate (B:)............. 15 mg. 
Gastrointestinal disorders Hyperthyroidism = Riboflavin (Bz)......................... 10 mg. 
Before or after surgery. 3 Sr 100 mg. 
In severe burns, fractures, infections. Pyridoxine Hydrochloride................ 5 mg. 
Cobalamin (Vitamin Biz)................ 4 mcg. 


During prolonged oral administration of 


When restrictive diets follow depletions Ascorbic Acid as sodium ascorbate)... .. 500 mg. 
caused by illness. Desiccated Liver, N.F.................. 75 mg. 
For depletions due to alcoholism. Liver 78 mg. 


Supplied in botties of 100 and 1000 


TM TRADEMARK TABLETS, ABBOTT 110035 


...and, when need is modified, Abbott's improved B-complex formula with 250 mg. of C. 
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No water is used in the Filmtab process. Potency is enhanced as 
there is virtually no chance of moisture degradation to nutrients. 
Shellac sub-seal barriers are not needed or used. 

This contrasts with other methods of manufacture. Moisture is 
actually a part of the gelatin capsule, while sugar coatings must be 
applied with water. 

There are other Filmtab advantages, too, and several of these 
can be particularly appreciated by your patients. 


are sealed inside the colorful Filmtab. 


blets are up to 30% smaller, and much easier to swallow. 
This latter point furnishes still further benefits. Absorption is speeded 
as sugar’s bulk and sub-seals are eliminated. Filmtab coatings are 
less likely to break or crack, as sugar is crystalline in nature. 

In short, while good formulas may be similar, formulations do 
differ. Filmtab coatings can often furnish a logical basis for choice. 


TM—Trademark, Filmtab—Film-sealed tablets, Abbott 116036 


Filmtab coated 

Vitamins by Abbott 
B-complex with C formulas 
Surbex-T™ 

Sur-bex® with C 


Maintenance Formulas 
Dayalets® 
Dayalets-M® 


Therapeutic Formulas 
Optilets® 
Optilets-M® 


| ABBOTT 


( when you prescribe ( 

Odor and after-taste are 


CHELATION —(GR-CHELE: CLAW OR TO HOLD.) 


ADVERTISEMENTS 


The FIRST Hematinic to Contain 
BOTH CHELATED IRON and CHE- 
LATED MINERALS Assuring a 
Truly Flavorful, Better Tolerated 
Iron Therapy. 


ADVANTAGES — 
Chelated Iron PLUS 4 Chelated Minerals 
e High Therapeutic Effectiveness e Less 


Irritation — even on empty stomach e 

No Tooth Stain e Less Toxic ¢ B-Vitamins LIQUID HEMATINIC 
for Added Hemopoietic Activity e Pleas- CHELATED IRON-MINERA ue 
ant Flavor e Economical and VITAMINS 


FORMULA — 


Each 5 cc. (one 


Magnesium 
Vitamin 


Comprehensive literature and 
samples on request. 


DETROIT 34, 


MICHIGAN TUIAG 


$43 


3 


33 


PROFESSIONAL LIABILITY 
INDIVIDUAL INSURANCE 


Professional Protection Exclusively since 1899 


KANSAS CITY OFFICE: Robert E. McCurdy, Rep. 
8917 W. 94th Street, Overland Park, Kansas Tel. LOgan 1-1498 
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Iron (as Ferrous Betaine Citrate) . . . . . 30 
Cobalt (as Cobaltous Betaine Citrate) 1 
4 Manganese (as Manganese Betaine Citrate). . 1 

Niacinomide 
In an exceptionally pleasant tasting base. 

: that cuts the cost 

IWAYNES NDIANA 

| 
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Because the SEGO DIET PLAN from Pet Milk . 
Company has unique advantages ordinary diets lack: 
BUILT-IN ENCOURAGEMENT 

FREQUENT REWARDS 

GRATIFYING RESULTS 
The plan begins with new SEGO Liquid Diet Food 
— the improved liquid with: 

SUPERIOR FLAVOR 

10% MORE PROTEIN 

25% MORE VOLUME FOR 

INCREASED SATIETY 

At each step of the 4-phase graduated diet program 
more foods are added, ending with a well-balanced 
normal diet. 


Ask your Pet Milk representative for copies of the SEGO Diet 
Plan and your personal flavor samples—Banana, Orange, Choco- 
late and Vanilla. Or write Pet Milk Co., Dept. 115, St. Louis 1, Mo. 


“SEGO"—Reg. U. $. Pat. Off, Copr., 1961, Pet Milk Co. \ 
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ADVERTISEMENTS 


Deformity Appliances 
of Quality 


Orthopedic and Surgical Appliances 
Artificial Limbs 


Trusses 
Abdominal 
Protection Against Loss of Income From Accident and Sickness Supports 
as Well as Hospital Expense Benefits for You and All Your 
Eligible Dependents. Elastic 
PHYSICIANS Hosiery 
SURGEONS Foot 
COME FROM DENTISTS Supports 


: Taylor Back Brace 
Surgical Made to Order in 


PHYSICIANS CASUALTY & HEALTH 


ASSOCIATIONS Corsets Our Own Factory 
OMAHA 31, NEBRASKA 
re P. W. HANICKE MFG. CO. 
Handsome Professional Appointment <i 1009 McGee St. VI 2-4750 
Book sent to you FREE upon reauest. KANSAS CITY, MO. 


TREATMENT 
ALCOHOLISM 


In-patient and out-patient treatment to help the excessive 
user of alcoholic beverages gain and maintain abstinence for the 
balance of his life. Treatment regimen drawn up individually for 
each patient. Your referrals welcomed. 


Established 1897 by Benjamin Burroughs Ralph, M.D. 


RALPH CLINIC 


529 HIGHLAND AVE., KANSAS CITY 42, MISSOURI 


Phone: VIctor 2-3622 P.O. Box 2597 Write for 
RALPH EMERSON DUNCAN, M.D. Free Portfolio 
Medical Director 
ALCOHOLISM 


We invite consultation with you concerning your 
patients with problems of excessive drinking 
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ADVERTISEMENTS 


is pharmaceutical 


advertising 


really 


“advertising”? 


of course it is, though some have called it 


“education” .. . not really “advertising.” 


Of course it’s “advertising”... a frankly competitive activity of the Ameri- 
can private enterprise system to which this industry belongs. Of course it’s 
“advertising”. ..created in the hope of getting the physician to note and read; 
of persuading him, by setting forth proven indications and advantages, to 
learn about a drug; and of thereby helping him alleviate suffering or cure dis- 
ease by prescribing it. 


“Advertising”? Surely! BUT indisputably different from any other adver- 
tising in the world (which is just what has led people to devise various dif- 
ferent names for it). For in its proper role it communicates the vital information 
. ». good, bad, and indifferent . . . and it keeps the physician abreast of each 
useful new clinical application and each new danger revealed during increas- 


ing use of the drug. 


There’s been a lot of talk about “over-advertising”, and there may have been 
occasional excesses. But consider the potential dangers, in this era of astonishing 
new drugs, of “under-advertising”. . . in view of the complexity of modern drug 
therapy; the lag of 6 to more than 18 months before the appearance of defini- 
tive medical articles on new drugs; and the fact that there is no other source of 
such comprehensive information about a new agent as the company that ran it 
through the crucial gauntlet of animal pharmacology and clinical investigation. 


This message is brought to you on behalf of the producers of prescription drugs. 
For additional information, please write Pharmaceutical Manufacturers 
tion, 1411 K Street, N.W., Washington 5, D.C. 
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Our SOLUTIONS are made exclusively for 
us. They are prepared by a certified chem- 
ist. We offer: 


Acetic Acid, 1%-10% 

Alkaline Copper Tartrate, Folin 
Copper Sulfate 5% 

Gower's Solution 

Hayem's Solution 

Hydrochloric Acid N/I, N/10 
Nessler's Reagent, folin-dilute 
Potassium Oxalate 20% 

Robert's Reagent 

Sulfosalicylic Acid: 3%, 5%, 20% 
Sulfuric Acid N/I, N/12, 2/3 N 
Wright's Stain & Stain Buffer 


@ And Other Solutions & Reagents 

@ Varied Sizes 

@ Fresh Preparations 

@ Write Us or Ask Our Representative 


Munns Medical Supply Company, Inc. 


Medical Arts Bldg. 
P.O. Box 399 Topeka, Kansas 


ANNUAL CLINICAL 
CONFERENCE 


Chicago Medical Society 
February 27, 28, March 1 and 2, 1962 
Palmer House, Chicago 


Lectures 
Medical Color Telecasts 
Teaching Demonstrations 

Instructional Courses 


The CHICAGO MEDICAL SOCIETY 
ANNUAL CLINICAL CONFERENCE 
should be a MUST on the calendar of 
every physician. Plan now to attend 
and make your reservation at the Palm- 
er House. 


Proatric is available at your 
favorite pharmacy or direct. 


cranppa’s “GONE!” witn 
PROATRIC 


THE TOTAL FORMULA . . . CAPSULETS/INJECTABLE 


For PREVENTATIVE and REHABILITATIVE GERIATRICS 


PROATRIC’S TOTAL FORMULA PROVIDES 
THESE IMPORTANT ESSENTIALS .... . 


© Safer 20-1 Hormone Ratio* © Seven Essential B Vita- 

mins @ Three Fat-Soluble Vitamins e Three Lipotropes 

e@ Nine Minerals @ Plus Rutin, Citrus Bioflavanoids, and 

Vitamin C. 

B Proatric for the ‘over 40” patient for improved mood 
. muscle tone . . . cheerfulness . . . alertness .. . 

physical and mental health and “over 40” slowdown! 

Try free clinical course of treatment in your own 

practice. Samples and technical data when requested 

on your professional letterhead. 

In plastic vials of 21 capsulets (one month's 

treatment); injectable 10cc. vials. 

*JAMA 163: 359,1957 (Feb. 2) 


BURT KRONE COMPANY 


PHARMACEUTICALS 
SPRINGFIELD 4, MISSOURI 
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The Journal accepts short classified COSSARD cai lacing 
advertising from the members of the 
Kansas Medical Society without a charge. couels . complile 
These ads run in three consecutive issues h; ay hes / 


of the Journal and are keyed with a 
correspondence number. All replies are 
forwarded immediately to the advertiser. 
Other brief classified ads are accéepted 
from members of the medical profession 
only upon approval of the Editor or 
Editorial Board. 


Race 


City 6 Missouri 


To train the doctors of tomorrow, 
medical education needs your help today 


Give to the 
school of your choice 
through AMEF of 
American Medical Education Foundation 


535 N. Dearborn St., Chicago 10, Ill, 


oca-Cola, too, has its place 
inawellbalanced diet. As a 
pure, wholesome drink, it 
provides a bit of quick energy.. 
brings you back refreshed after 
work or play. It contributes to 
good health by providing a 
pleasurable moment’s pause 
from the pace of a busy day. 


Rye 
Prd 
We 
\\\ 
le: 
FOUNDATION 
<5 i 
VAN 
Ladies Shop . . . Street Floor Level... 112) Grand... 8A 1.0206 
A 
TRADE-MARK 
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The Neurological Hospital 


2625 West Paseo Blvd. 
Kansas City 8, Missouri 
Harrison 1-0623 

A voluntary, nonprofit facility for the treat- 
ment of acute psychiatric disorders, alcohol- 
ism, drug addiction; and the long term care 
of the geriatric patient. 


By 
Patronizing 
Our 
Advertisers 
You Help Support 
Your 


Journal 


Sick Room Equipment 
Health Machines 


* RENTALS — SALES * 


Invalid Walkers Exercycle 
Wheel Chairs Massage Belts 
Hospital Beds Exercise Bike 


PETRO’S SURGICAL APPLIANCES 
618-20 Quincy Topeka, Kans. Ph. CE-40207 


CLASSIFIED ADVERTISEMENTS 


_WANTED: Three Internists Board eligible or Board cer- 
tified for long established, 22 man Central Kansas Clinic 
Group; excellent opportunity to advance. Subspecialties in 
Gastroenterology, Cardiology and Hematology desirable. New- 
ly remodeled two hundred bed general hospital closed staff 
basis adjacent to Clinic quarters. For more information write 
to Box 1-961 in care of the JouRNAL. 

Approved Psychiatric Residency for General Practitioners 
or Others: First year appointment beginning July 1, 1962, in 
well integrated psychiatric training program associated with 
State University of Iowa Psychiatric Department and the 
University of Nebraska College of Medicine. Requirements: 
Must be a citizen of United States or have expressed an in- 
tention of becoming one; have completed internship four 
years prior to July 1, 1962, and have been in practice during 
that period. Time served in Armed Forces or residency train- 
ing in some other specialty acceptable. Preference given to 
applicants under forty-five years of age. Annual stipend 
$12,000. Applications should be made immediately. Write 
W. C. Brinegar, M.D., Superintendent, Mental Health Insti- 
tute, Cherokee, Iowa. 


REGULAR 
TRUCK 
ROUTES 
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AN 
ETHICAL 
AND 
EFFECTIVE 
COLLECTION 
SERVICE 
specifically developed 


for the 
Medical Profession 


PROFESSIONAL 
SERVICE 


COMPANY 


100 BOYLSTON STREET 
BOSTON, MASS. 


THE LATTIMORE-FINK 
LABORATORIES 


Topeka — El Dorado 
Kansas 


A. A. Fink, M.D., Pathologist-Director 
C. G. Hermann, M.D., Pathologist 

J. L. Lattimore, M.D., Pathologist 
H. C. Ebendorf, M.T., Serologist 

A. C. Keith, B.S., Chemist 

L. A. Hull, A.B., Bacteriologist 

W. B. Norris, A.B., Chemist 


Anatomical and Clinical 
Pathology 
A.M.A. Approved School of 
Medical Technology 


Containers Furnished Upon Request 
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All advertising contracts, and all copy from 
advertisers under contract are subject to ap- 
proval of the editorial board. Copy should be 
received by the 15th of the month immediately 
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IN FUNCTIONAL G.I. AND 
BILIARY DISTURBANCES 

... EACH PATIENT 
ACCORDING TO THE NEED 


DECHOLIN-BB 


Hydrocholeretic « Antispasmodic « Sedative...to reduce 
TENSION and anxiety-induced dysfunction of G.I. and bili- 
ary tracts...and also relieve both smooth-muscle spasm and 
biliary/intestinal stasis 


butabarbital sodium... EF ge.) 
(Warning—may be habit forming) 

dehydrocholic acid, AMES ...........+..+-250 mg. (3% gr.) 
helladonna extract gr.) 


DECHOLIN 
with Belladonna 


Hydrocholeretic—Antispasmodic...to relax SPASM of 

f j ns smocth muscle of G.I. tract and sphincter of Oddi...and 
stasis ? also counteract biliary/intestinal stasis 

‘ dehydrocholic acid, AMES .............. 250 mg. (3% gr.) 


DECHOLIN 


Hydrocholeretic...to combat STASIS in bowel and biliary 
tract... by activating biliary function with a greatly increased 
flow of aqueous “therapeutic” bile 


dehydrocholic acid, AMES ...............250 mg. (3% gr.) 


Average adult dose: 1 or, if necessary, 2 tablets three times daily. 

Side effects: DECHOLIN by itself, or as an ingredient, may cause transitory diarrhea. Belladonna in 
DECHOLIN with Belladonna and DECHOLIN-BB may cause blurred vision and dryness of mouth. 
Contraindications: Biliary tract obstruction, acute hepatitis, and (for DECHOLIN with Belladonna and 
DECHOLIN-BB) glaucoma. 

Precautions: Periodically check patients on DECHOLIN with Belladonna and DecHoLiINn-BB for increased 
intraocular pressure. Also observe patients on DEcHOLIN-BB for evidence of barbiturate habituation or 
addiction, and warn drivers against any risk of drowsiness. 


Available: DECHOLIN-BB, in bottles of 100 tablets; DECHOLIN with Belladonna and DEcHOLIN, in bottles of 
100 and 500. 11168 


AMES 


COMPANY, INC 
Elkhart « Indiana 
Toronto * Canada 
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for infants allergic to cow’s milk 2 


a modern milk substitute 
rich and creamy in color, 
pleasant and bland in taste 


Sobee has the rich, creamy appearance that mothers 
expect of a formula. Sobee is pleasantly bland, with- 
out the “burned-bean” flavor or chalky aftertaste 
frequently associated with a soya formula. a 


Symptomatic Relief. Symptoms of cow’s milk allergy 
—most frequently manifested by eczema, colic and 
gastrointestinal disturbances—may be relieved within 
2 or 3 days. 

Good Stool Pattern. In a study of 102 infants on 
Sobee, the number of stools ranged from 1 to 4 per 
day.! Soya stools are bulkier than cow’s milk stools. 
Constipation is infrequent. 


Easily Prepared. Mothers need add. only water to ; a 
either Sobee liquid or Sobee instant powder to pre- el 
pare a formula with a nutritional balance comparable 


to cow’s milk formulas. 
1. Kane, S.: Am. Pract. & Digest Treat. 8:65 (Jan.) 1957. 


specify 


Milk-free soya formula 


\ Mead Johnson 
Laboratories 


Symbol of service in medicine 
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